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PsychD in Clinical Psychology 
Conversion Programme 
Personal Study Profile
Name: Daniel Reid
Date of Registration: April 1997
Registration Number: 3620468
Overall aims and objectives
To produce an integrated portfolio investigating clinical, academic and research domains in 
clinical psychology especially relating to ‘mentally disordered’ offenders and clinical psychology 
in secure settings. To produce work in all areas that is suitable for publication in the appropriate 
academic journals.
1. The clinical dossier
This will contain:
A professional profile outlining career to date and professional practice since qualification. There 
will also be a brief account of perceived future professional development needs and the 
requirements to meet them.
An audit/evaluation titled ‘An evaluation and development of a “personal development” course 
for psychology assistants at Ashworth Hospital’. This is a pilot study of a 30-session personal 
development course for psychology assistants presented in total by the author. The course was 
piloted by two psychology assistants who attended the pilot course. Other psychology assistants 
and qualified clinical psychologists at the hospital ‘subjectively’ evaluated the course by 
observation of the course materials (eg. aims/objectives and handouts). The purpose of the 
exercise was to ascertain whether or not a similar course should be presented to all future 
assistants at the hospital.
The aims and objectives of the clinical dossier are to demonstrate the continuity of professional 
competence; also, the ability to exhibit professional competence concerning audited input to the 
process of personal development in psychology assistants at Ashworth Hospital.
P a g e  5
2. The academic dossier
This will contain:
Ts mental disorder a risk factor for violent behaviour? A critical review’.
This review concerns the possible relationship between crime and mental disorder, since there is 
a popular belief that there is a relationship.
‘From research to therapy for positive symptoms of schizophrenia: A critical review’.
This review mainly concerns the links between psychological theory and practice in the 
psychological treatment of symptoms of schizophrenia (auditory hallucinations and persecutory 
delusions).
The aims and objectives of the academic dossier are to write reviews of two specialist, but 
related, areas of clinical psychology by demonstrating knowledge in these areas, also, to 
demonstrate an ability to critically evaluate theory, empirical evidence and the links to direct 
clinical practice with ‘mentally disordered’ offenders.
3. The research dossier
This will contain:
Research titled: ‘An investigation of ethical dilemmas experienced by clinical psychologists in 
differing settings’.
This research tests a number of hypotheses concerning ethical dilemmas experienced by clinical 
psychologists working in secure and non-secure settings.
The aims and objectives of the research dossier are to demonstrate research competence by 
demonstrating the ability to design, execute and report an original piece of research suitable for 
publication; also, to contribute to the general pool of knowledge in the area researched and to
have direct implications for improved practice in clinical psychology.
Daniel Reid 
April 1997
P a g e  6
The Clinical dossier
1. Professional profile
2. An evaluation and development of a ‘personal development’ course 
for psychology assistants at Ashworth Hospital
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Professional Profile
A résumé of my educational and career background is given below in the following areas:
1) EDUCATION AND QUALIFICATIONS:
1.1 Grammar School
1.2 Higher Education
1.3 Apprenticeship Training
1.4 University
2) EMPLOYMENT CAREER TO DATE:
2.1 Employers and positions held
2.2 Experience in Clinical Psychology as:
(i) Consultant Clinical Psychologist
(ii) ‘Lead’ Clinical Psychologist/Clinical Psychologist responsible for intermediate 
‘mental health’ wards
(iii) Principal Clinical Psychologist
(iii) Basic Grade and Senior Clinical Psychologist
(iv) Trainee Clinical Psychologist
(v) Psychology Technician
(vi) Other relevant experience
2 .3 Details of research
2.4 Perceived future professional development needs
3) PUBLICATIONS
The above areas are now dealt with in turn:
1) ym iC À T IO N  AND QUAI TFTCATIONS:
1.1 GRAMMAR SCHOOL
CARDINAL ATT.RN GRAMMAR SCHOOL HONEYSGREEN LANE, WEST DERBY,
T.TVERPOOL:
Date attended: September 1964 to April 1969.
Qualifications obtained: 9 CSE’s: Art and Design (Grade 1), Chemistry (2),
History (2), English Language (3), English Literature 
(3), Mathematics (3), Physics (3), French (4), 
Geometrical Drawing (4).
Awards: Class prize 1967 and 1968; Art prize 1967 and 1968;
Religious studies prize 1967 and 1968.
1.2 HIGHER EDUCATION
LIVERPOOL CENTRAL COLLEGE OF FURTHER EDUCATION, CLARENCE
STREET LIVERPOOL (EVENING CLASSES):
Date attended: 1976 to 1981.
Subjects studied: Psychology, S o c i o l o g y ,  British Government and
Politics, English Literature, French, Economics, 
Human Biology and Computer Science.
Qualifications obtained: 5 A levels: Psychology (Grade B), Sociology (A)
British Government and Politics (B), English 
Literature (D), Economic History (E). 1 OA Level. 
Human Biology (D). 2 0  levels: English Language 
(B), History (B).
LIVERPOOL COMMUNITY COLLEGE. MYRTLE STREET, LIVERPOOL:
Qualification obtained: City and Guilds Certificate in Adult Education (March
1994).
ST HFT.ENS COT .LEGE. ST. HELENS. MERSEYSIDE:
Qualification obtained: Certificate in Education for Further Education
Teachers (March 1997).
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1.3 APPRENTICESHIP TRAINING
IT VER POOL PRINT COLLEGE. HOPE STREET. LIVERPOOL (DAY RELEASE, 
RI OCK RELEASE AND EVENING CLASSES):
Date Attended: 
Qualifications obtained:
1969 to 1974.
City and Guilds in Compositors work (Basic), City and 
Guilds in Compositors work and Filmsetting 
(Advanced).
1.4 UNIVERSITY
i) Undergraduate:
Date Attended: 
Subjects studied:
Degree obtained:
ii) Postgraduate.
Date attended:
Postgraduate degree 
obtained:
Liverpool University Department of Psychology.
1981 to 1984.
Psychology courses (First year subsids.: Mathematics 
and Zoology).
Psychology BA (Hons.); Class 2.1.
Liverpool University Sub-department of Clinical 
Psychology.
October 1986 to October 1988.
Master of Clinical Psychology.
ITVERPOOT -1INTVERSITY DEPARTMENT OF CLINICAL PSYCHOLOGY: 
Date attended: October 1991 to October 1993.
Postgraduate degree: Master of Forensic Behavioural Science.
Class: Distinction (awarded in April 1995).
— 1 0 —
2) EMPLOYMENT CAREER TO PATE:
2 1 EMPLOYERS AND POSITIONS HELD (MOST RECENT FIRST)
SEPTEMBER 1997 TO PRESENT:
Consultant Clinical Psychologist
Department of Psychological Therapies
Warrington Community (NHS) Trust
The Brian Ward High Dependency Unit, Winwick Hospital
The Newton-le-Willows and Haydock Community Mental Health Team
APR IT, 1991 TO SEPTEMBER 1997:
Psychologist responsible for Intermediate Mental Health Wards,
‘Lead’ Clinical Psychologist and Principal Clinical Psychologist 
Special Hospitals Service Authority/Ashworth Hospital Authority 
Ashworth Hospital Psychology Department, Mental Health Directorate, 
and Southern Mental Illness Unit
OCTOBER 1988 TO APRIL 1991:
Basic Grade and Senior Clinical Psychologist 
South Sefton Area Health Authority 
Fazakerley and Walton Hospitals 
Thornton Health Centre
OCTOBER 1986 TO SEPTEMBER 1988:
Trainee Clinical Psychologist 
Mersey Regional Health Authority
SEPTEMBER 1985 TO SEPTEMBER 1986:
Psychology Technician 
Moss Side Hospital 
Maghull 
Liverpool
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APR IT, 1985 TO SEPTEMBER 1985:
Psychology Technician
South Sefton Area Health Authority
Walton and Fazakerley District Hospitals
OCTOBER 1984 TO APRIL 1985:
Nursing Assistant 
Park Lane Hospital 
Maghull 
Liverpool
1TTLY 1984 TO NOVEMBER 1984:
Research Assistant
(under supervision of Dr A J Goudie - Senior Lecturer in Psychology) 
Psychology Department 
Liverpool University
(Temporary grant: November 1984 to February 1985: voluntary)
OCTOBER 1981 TO JULY 1984:
Psychology Degree Course 
Psychology Department 
Liverpool University
Prior to my degree course I was employed at various printing establishments as a compositor.
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2.2 EXPERIENCE IN CLINICAL PSYCHOLOGY
i) CONSULTANT CLINICAL PSYCHOLOGIST
In my current position I work in a community mental health team and on a high dependency 
unit based in a psychiatric hospital. My work includes direct clinical input to patients and 
clients, managerial input, managing psychology referrals, advising/supervising other 
psychologists and other mental health professionals in their ‘psychological’ work, conducting 
and supervising research and teaching.
ii) ‘LEAD’ CLINICAL PSYCHOLOGIST/Clinical Psychologist responsible for 
intermediate ‘mental health’ wards
‘Lead’ Clinical Psychologist: In addition to the tasks outlined for my previous position as a 
Principal Clinical Psychologist (see below), I liaised with the Clinical Manager of a unit in 
Ashworth Hospital regarding psychological issues. The unit contains ‘mentally disordered’ 
patients detained as ‘Mentally 111’ under the 1983 Mental Health Act. Besides my clinical 
work, I performed a number of managerial duties such as recruitment of psychology staff and 
the provision of advice to the Clinical Manager in relation to psychology services. I was the 
psychology representative on a number of bodies; these included: Community Card 
Committee, Risk Management Committee, Leave of Absence Committee, Psychosocial 
Treatment Committee, the Transcultural Committee and the Special Hospital Psychology 
Advisory Group (SHPAG). I have also represented psychology on an ad hoc basis on various 
committees and panels; these include the Admission Panel and the Ethics Committee.
Clinical Psychologist responsible for intermediate ‘mental health’ wards: Besides a number 
of other duties, I worked towards creating a service for patients on six ‘intermediate’ wards 
at the hospital. My duties included managing the psychology referral waiting list and 
developing a cognitive-behavioural therapy service for patients who suffered from symptoms 
o f ‘mental illness’.
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management course; attending courses in the education of adults; attending the MSc in 
Forensic Behavioural Science course; co-presenting material to Phd. seminars in the sub­
department of Clinical Psychology and other University departments; presenting research 
papers to seminars and conferences; organising and part presenting the induction course to 
assistant psychologists at Ashworth Hospital; organising and presenting a pilot ‘personal 
development’ course to psychology assistants at Ashworth Hospital; managerial duties; 
attending various bodies and committees as psychology representative at Ashworth Hospital; 
and conducting on-going research.
v) TRAINEE CLINICAL PSYCHOLOGIST
Taught courses (some of which were examinable) included: Issues and approaches; 
interviewing; formulations of clinical problems; Psychometrics; Psychotherapy; Behaviour 
Therapy; Applied Behavioural Analysis; Neuropsychology; Neurology; Psychiatry; Mental 
Handicap; Child Clinical Psychology; Psychology and General Medicine; Experimental 
Psychopathology; Alcohol and Addiction; Forensic Psychology; Family Therapy; Sex; and 
Psychiatric Rehabilitation.
My Clinical placements were: Learning disabilities. Adult Mental Health, Child, Spinal Injuries 
(specialist placement) and Sub-Department of Clinical Psychology, University of Liverpool 
(specialist placement).
In brief, the above placements enabled me to gain experience with a wide and varied group 
of clients and professional groups.
vi) PSYCHOLOGY TECHNICIAN
I worked at Fazakerley and Walton Hospitals, and Moss Side Hospital as a Psychology 
Technician. My responsibilities included assisting qualified Clinical Psychologists in the 
assessment and treatment of a wide range of clients and patients.
-15-
vi) OTHER RELEVANT EXPERIENCE
As a nursing assistant at Park Lane Hospital I was able to obtain a valuable insight into the 
nursing profession; also to interact on a regular basis with patients, enabling me to discuss 
their problems and to obtain valuable counselling experience. I was the Secretary of the 
Annual Merseyside Conference in Clinical Psychology from 1985 to 1988 and I was involved 
in organising a symposia and workshop in Family Therapy for the 1988 conference (with Dr. 
R. Calam). I was also involved in organising the Moss Side Hospital Conference, ‘What’s 
Special About Special Hospitals?’, at Edge Hill College, in April 1986.
2.3 PERCEIVED FUTURE PROFESSIONAL DEVELOPMENT NEEDS
In my current position I work in two separate settings: a high dependency ward and a 
community mental health team. I have a number of duties, which include supervision of 
others in their clinical work and research. I have managerial responsibilities and manage the 
referrals to clinical psychology. I have a clinical case load and am involved in research in both 
settings. I see my immediate professional development needs as furthering my skills in the 
areas in which I have current clinical input. I feel that the mechanisms are in place for me to 
achieve this, both from my interaction with other clinical psychology colleagues and my 
colleagues in other professions that I work with. I would also like to obtain my 
D. Clin.Psychol. and submit the papers listed in preparation below for publication.
2.4 DETAILS OF RESEARCH
The following are brief outlines of research I have been involved in, some of which have been 
published or presented at conferences and seminars:
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PERCEPTIONS OF DANGEROUSNESS AMD TREATABILITY IN SPECIAL. 
HOSPITAL PATIENTS
This research looks at the perceptions of the index offences of twenty male patients newly 
admitted to Ashworth Hospital (North). The perceptions were obtained by use of a 
confidential rating scale administered to staff subjects at the admission case conferences for 
the patients. The patients also completed a similar scale.
PERCEPTIONS OP DANGEROUSNESS AND TREATABILITY IN EXTERNAL AND 
INTERNAL HOMICIDES
This work compares measures of dangerousness and treatability from undergraduate 
psychologists (n = 104), clinical psychologists working in secure settings (n = 49) and a 
control group (science undergraduates; n = 35). The data was obtained from vignettes of 
homicides using a specially designed causal attribution scale.
PSYCHOLOGICAL WORK BY MENTAL HEALTH PROFESSIONALS IN A SPECIAL 
HOSPITAL
This piece of work surveyed all clinical staff at Ashworth Hospital concerning the 
administration of psychological/psychosocial therapies. I designed a confidential questionnaire 
to collect data concerning the participants’ background (eg. discipline, sex, time spent 
working in the area of mental health and with offenders), and data concerning the 
participants’ involvement with psychosocial therapies (eg. past, current and plans for future 
involvement). A total of 1095 questionnaires were circulated; 842 to nursing staff and 253 
to other staff (ie. Clinical psychologists, psychiatrists, social workers, occupational therapists, 
rehabilitation staff and teaching staff). The nurses returned 129 questionnaires and the other 
staff returned 46; overall this was a 16% response rate. A second-phase of the study 
concerned training, supervision and qualifications in therapy. The study has contributed
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towards the planning of the delivery of psychological/psychosocial therapies within Ashworth 
Hospital.
EXPRESSED EMOTION IN PSYCHIATRIC PATIENTS
This was conducted by a research team based at the Department of Clinical Psychology at 
Liverpool University of which I am a member. I was responsible for administering a number 
of Expressed Emotion (EE) questionnaires to patients at Ashworth Hospital; also, for 
collecting various background data concerning these patients. The aim of the research is to 
validate a questionnaire to measure EE in patients and follow-up work is planned to suggest 
educational interventions for nurses to improve patient outcomes.
THE PSYCHOLOGICAL TREATMENT OF INDIVIDUALS WHO EXPERIENCE 
AUDITORY HALLUCINATIONS
This research was conducted by Dr. Gill Haddock at the Department of Clinical Psychology 
at Liverpool University. I administered lengthy pre- and post treatment measures to a number 
of subjects in the study.
GROUP COGNITIVE THERAPY USING BIBLIOTHERAPY IN ELDERLY 
DEPRESSED CLIENTS
I wrote a bibliotherapy package for elderly depressed clients, which was used in conjunction 
with ward-based therapy sessions. I devised measures to evaluate the usefulness of this 
approach.
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FAMILY WORK WHERE THF.RK TS AN IDENTIFIED ‘PSYCHOTIC’ MEMBER
Various authors have argued that family therapy work in families with a psychotic member 
can be important in decreasing the probability of relapse in that member. I was involved in 
attempting to devise measures where the effectiveness of such interventions could be
assessed.
TFTRR APET ITT C V ART ARILS IN GROUP ANXIETY MANAGEMENT
My work concerned the various therapeutic ‘components’ involved, especially individualised 
measures used both during and after involvement in the group sessions.
SCREENING TMPQTFNflF. BY HOME NOCTURNAL TUMESCENCE SELF: 
MONITORING (JANUARY 1987 TO JULY 1988; RESEARCH PROJECT AS PART OF 
COMMITMENT TO THE MASTER OF CLINICAL PSYCHOLOGY COURSE)
Subjects complaining of impotence undertook nocturnal penile tumescence (NPT) analysis 
and physiological tests. There were high levels of agreement between diagnosis using NPT 
in both an hospital and home-based condition and also diagnosis from the physiological tests. 
There was a high correlation of erections between the home and hospital conditions, together 
with a high consecutive night reliability when using the self-monitor in the home condition (r 
= .94, p = 001). This study clearly demonstrated that subjects are able to use the portable 
monitor at home and that this method of assessment is a useful screening procedure for
subjects complaining of impotence prior to providing the relevant treatment.
-19-
PATIENTS IN A SPECIAL HOSPITAL: VARIABLES AFFECTING REHABILITATION
AND DISCHARGE
I organised and conducted a major research project looking at a number of variables 
concerning all Moss Side Hospital patients, including variables from a rehabilitation scale. 
This work provided an important impetus for the establishment of a Clinical Rehabilitation 
Department at Moss Side Hospital, where nursing staff could be trained to assist 
psychologists to deliver various psychological therapies to the patients.
PSYCHOLOGICAL VARIABLES IN ORTHODONTIC TREATMENT
This looked at various questionnaire measures pre- and post orthodontic treatment.
PAIN MANAGEMENT QUESTIONNAIRE
I was involved, with Dr. E. Ghadiali, in the development of this questionnaire.
DRUG DISCRIMINATION (AUGUST 1983 TO JANUARY 1984; UNDER THE 
SUPERVISION OF DR. A.J. GOUDIE, SENIOR LECTURER IN PSYCHOLOGY, 
LIVERPOOL UNIVERSITY)
This is a two-lever (Skinner Box) operant procedure. Rats were trained to obtain food 
reward by pressing the drug lever when previously injected with the training drug, B- 
Phenylethylamine (PEA), or by pressing the saline lever when previously injected with saline. 
Generalisation (ie. selecting the drug lever) was tested for proposed PEA metabolites and for 
Deuterated PEA. PEA has been proposed by various authors (eg. Reynolds, 1977) as being 
an 'endogenous amphetamine' and having a role in clinical applications in humans (eg. 
depression).
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DRTTG-DRUG DISCRIMINATION (JULY 1984 TO FEBRUARY 1985; UNDER THE 
SUPERVISION OF DR. A.J. GOUDIE)
This is an extension of the drug discrimination procedure (above), but here rats are trained 
to associate one lever with one drug and the other lever with another drug. I trained rats to 
discriminate between two similar 'stimulant' drugs, cocaine and amphetamine. It has been 
proposed (Emmett-Oglesby et al 1983) that cocaine has anxiogenic effects. If animals can 
discriminate between cocaine and amphetamine then this might be because the presence of 
a ‘subjective’ anxiogenic state induced by cocaine in discriminated versus the stimulant effects 
common to both of these drugs. Such findings would be of considerable value in providing 
a highly specific screening test for antianxiety drugs (eg. lithium, valium) which should 
antagonize the discrimination.
BEHAVIOUR COMPARISONS FOR KITTIWAKE PAIRS WHOSE NEST CONTENTS 
DIFFER (JULY 1983)
This was my contribution to an on-going research programme that is conducted each year at 
Lundy Island. I worked with Professor Vernon Reynolds (Zoology Department, Oxford 
University).
4) PITBT JCATIONS
1. Goudie, A.J., Reid, D. and Demellweek, C. (1984). Discriminative stimulus properties 
of B-Phenylethylamine in rats. Neuroscience Letters, Supplement 18, S200.
2. Goudie, A.J. and Reid, D. (1985). In vivo discriminative (cue) properties in rats of B- 
Phenylethylamine. In P. Bleck et al (eds.). Proc. II Trace Amine Conference. 
Tabingen. May 1985. Humana Press. USA.
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3. Reid, D. and Goudie, AJ. (1986). Discriminative stimulus properties of B- 
Phenylethylamine, phenylethanolamine and some metabolites of Phenylthylamine in 
rodents. Pharmacology, Biochemistry and Behaviour, September 1986.
4. Goudie, AJ. and Reid, D. (1988). The qualitative discrimination between cocaine and 
amphetamine in rats. European Journal o f Pharmacology, 151, 471-474.
5. Lovious, B.B.J., Jones, R.B., Popisil, O.A., Slade, P.D., Reid, D. and Wynne, T.H.M. 
(1986). The specific psychosocial effects of orthognathic surgery. Meeting o f the 
Craniofacial Society o f Great Britain. Liverpool. April 1986.
6. Lovious, B.B.J., Jones, R.B., Slade, P.D.. Reid, D. and Popisil, O.A. (1987). The
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nocturnal tumescence self-monitoring. British Journal o f Clinical Psychology, 29, 
439-441.
10. Reid, D. and James, A. (1997). Career choices by clinical psychologists in secure 
settings. Clinical Psychology Forum, 105, 6-10. Leicester: British Psychological 
Society.
11. Reid, D. and Millard, R. (1997). The application of attribution theory to perceptions 
of dangerousness and treatability. In Deu, N. and Roberts, L. (Eds.). Dangerous, 
Disordered and Doubly Deviant. Issues in Criminological and Legal Psychology No. 
27. Leicester: British Psychological Society.
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12. Reid, D. and Bromley, E. Therapist-patient confidentiality in high security hospitals: 
The position of the Special Hospitals Psychology Advisory Group (SHPAG). 
Accepted for publication in Clinical Psychology Forum.
13. Reid, D. and Bromley, E. Legal responsibilities of clinical psychologists: Legal issues 
and ethical dilemmas. Accepted for publication in Bull, R. and Carson, D. (Eds ), 
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behavioural treatment of auditory hallucinations: A comparison of the long-term 
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1.0 Introduction :
1.1 Clinical Psychology:
Lightner Witmer (1896) first coined the term 'clinical 
psychology' to describe psychological assessment procedures 
applied to children who today would be classified as having 
'learning difficulties' (see Mackay, 1975; also, Belloch, 
1997) . Witmer was an American psychologist and a contemporary 
of William James. Psychology courses often preach that James 
is, arguably, the 'father of psychology' and 'the greatest 
teacher of psychology' (Fancher, 1979). Also, many argue that 
his monumental work 'The Principles of Psychology' (1890) laid 
the foundation of psychology right up to the present day. In 
this work the setting conditions of cognitive, behavioural, 
experimental psychology and ethology are clearly visible; for 
example, he discusses thought, association, memory, emotions 
and the effect of experience. James did refer in his work to 
individuals who would be typically seen by clinical 
psychologists today, such as individuals with memory 
'problems'; however, he- never stated a case for the 
application of psychological theory and methodology to help 
ease their suffering. In the early years of this century the 
pioneering work of Freud, Jung, Adler and Reich clearly moved 
psychology into the field of 'therapy' and application to the 
psychological problems of humans. Belloch (1997) outlines the 
development of clinical psychology and describes the main 
historical 'epochs' in its growth up to the present day.
Today, clinical psychologists typically work in a 'specialism' 
that serves a particular client/patient group. These generally 
consist of adult mental health, elderly, child, 
neuropsychology, learning disabilities and 'secure settings' 
(eg. Special Hospitals and units that cater for 'mentally 
disordered' offenders legally detained in terms of the 1983
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Mental Health Act: see Reid and James, 1997).
Mackay (1975) divides the work of clinical psychologists into 
four areas; these can be briefly described, with recent 
examples, as they relate to the work of a clinical 
psychologist working with 'mentally disordered' offenders at 
Ashworth Hospital:
(a) Assessment: For example, what are the patient's problems? 
What is the psychological formulation of the patient's 
problems? (see, for example, Sturmey, 1996).
(b) Therapy: What is the best approach arising from the 
psychological formulation? (see, for example, Hawton, 
Salkovskis, Kirk and Clark (eds.), 1989).
(c) Research: For example, examining the efficacy of the 
psychological interventions used; or, research of various 
psychological models and their application (see, for example, 
Reid and Millard, 1997).
(d) Teaching: For example, to clinical psychologists and 
others(see, for example, Tarrier, Haddock and Barrowclough, 
1997) .
Additions could be made to Mackay's list in light of the 
historical development of clinical psychology. For example, a 
number of clinical psychologists are currently employed in 
mainly 'managerial' positions (see Pilgrim and Treacher, 
1992) .
1.2 Psychology Assistants :
Clinical psychologists undergo many years of training. Usually 
having achieved a university degree in psychology they gain 
experience as a clinical psychology assistant; after 
experience as an assistant clinical training takes place.
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There is great competition for the scarce number of training 
places; in 1997 there was 1,642 applicants for a final intake 
of 315 places on a total of 22 courses. Training takes three 
years and a 'doctorate of clinical psychology' is awarded, 
allowing the newly qualified clinical psychologist to 
practice. The British Psychological Society (BPS) Division of 
Clinical Psychology membership has steadily risen; in 1970 the 
figure was 362 and today this is 2,988.
Unfortunately there is little reference to psychology 
assistants in the Ashworth Hospital Clinical Psychology 
Service Specification 1996-1999. Indeed there is only one 
sentence unique to assistants : 'Clinical psychologists are
supported in their work by Psychology Assistants who will 
focus on psychometric assessment, record keeping, and gain 
supervised experience in all aspects of the role of clinical 
psychology'. Another sentence refers to the principle of 
supervision: 'All Clinical Psychologists and Assistant
Psychologists will receive supervision appropriate to their 
training and experience' . Although this service specification 
contains a number of British Psychological Society (BPS) 
guidelines and other literature concerning the work of 
clinical psychologists again there is only one sentence 
directly referring to assistants : 'Assistant psychologists
must make their assistant, non-qualified status clear to 
clients at first contact, and also the fact that they are 
being supervised by a qualified psychologist'; also, appendix 
31 amongst the vast appendices (34 in all) is the 'Induction 
of Psychology Assistants : October 1995' document written by 
the current author (this is also included in appendix 7.1 
here). This is seemingly included as an 'after-thought', 
since, as indicated below this course no longer takes place at 
the hospital. Indeed, considering that the number of 
psychology assistants employed at Ashworth Hospital represents 
a fair proportion of the full-time psychology service staff.
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it is strange that there is such little written about them, or 
of their needs, in the service specification.
1.3 Ashworth Hospital:
There are four high security hospitals in the United Kingdom. 
These are Ashworth, Broadmoor and Rampton Hospitals (which 
are termed 'Special Hospitals' and cater for patients from 
England and Wales) and the State Hospital, Carstairs (catering 
for patients from Scotland and Northern Ireland). The patient 
population in these hospitals are termed 'mentally disordered' 
and have usually committed an offence; often this is a violent 
offence. In England and Wales they are detained under the 1983 
Mental Health Act and in Scotland and Northern Ireland they 
are detained under the Mental Health (Scotland) Act 1984.
1.4 Clinical psychology at Ashworth Hospital:
Clinical psychologists working at Ashworth Hospital are an 
important group. For example, they are perceived as the 
leaders in assessing the psychological needs of patients, in 
formulating patients' problems within a psychological 
framework, delivering the various psychological therapies and 
supervising other mental health staff in their psychological 
work. Much evidence is accumulating for the efficacy of 
psychological interventions with offenders generally and 
patients with symptoms of 'mental illness' such as 
hallucinations and delusions (see, for example, McGuire, 1996, 
Haddock, Slade, Bentall, Reid and Faragher, 1998). Patients 
classified as suffering from 'psychopathic disorder' have to 
meet a 'treatability' clause for legal detention in a secure 
hospital; it is often the case that psychological 
interventions are the 'treatment' of choice for such patients. 
Clinical psychologists in 'forensic services', such as 
Ashworth Hospital, in addition to psychological treatment.
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sometimes serve the legal system; for example, to assist 
decision-makers concerning offenders (see Blackburn, 1996: 
'What is forensic psychology?' ).
1.5 Clinical psychology training:
It is difficult to present sequenced information on how 
clinical psychology training has changed over the years. One 
approach would be to ask the trainees themselves, but as 
Pilgrim and Treacher (1992) comment:
'Regrettably ... trainees' experiences of clinical psychology 
courses are very rarely documented or paid attention to in any 
systematic way ... the only organised attempt ... was 
published in the Newsletter of the Division of Clinical 
Psychology in March and October 1977 ... two of (the) ten
accounts are anonymous ... trainees ... find it very hard to 
criticise the courses ... they are ... in a power relation 
with staff members ... trainees are often forced to tolerate 
bad supervision because they are dependent on a good report 
from their supervisor in order to achieve a pass on their 
placement'.
The implication of how clinical psychology assistants and 
trainees are taught is that 'there is no single generally 
accepted definition of clinical psychology' (Schraml, 1972); 
and, the 'values' of clinical psychologists will determine its 
future history (Newnes, 1996).
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2.0 The need for a 'personal development' course for
psychology assistants:
.
2.1 Cancellation of the Ashworth Hospital psychology
assistants' induction course:
There is a yearly intake of psychology assistants at Ashworth 
Hospital. They are usually employed on a one year contract 
prior to leaving the hospital to undertake formal clinical 
training in psychology; this leads to a doctorate in clinical 
psychology, as outlined above. Besides the Ashworth Hospital 
induction course each new intake of assistants had undertaken 
a psychology induction course. Over the last four years this 
course had been organised by the current author and had been 
very well received, not only by the assistants themselves, but
from feedback from the various presenters.
2.2 The perceived need for 'personal development' within 
Ashworth Hospital :
The 'personal development' course for psychology assistants 
evaluated here was initiated following discussions with 
psychology assistants at Ashworth Hospital. There are a number 
of references to 'personal development' in various literature 
disseminated within the hospital; also, the hospital has 
recently been unsuccessfully assessed for 'Investors in
People' accreditation (see Jackson, 1997). There are brief 
references to 'personal development' in the Psychology Service 
Specification. For example: 'Clinical Psychology will support 
the professional and personal ideal of its staff and
contribute to the Authority's drive for the status of the 
"Investors in People" Award, and will implement the process of 
Individual Performance Reviews'. However, 'personal 
development' for psychology assistants does not seem to be
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clearly defined. In the clinical psychology service 
specification there are some statements alluding to personal 
development for psychologists other than assistants. For 
example, the 'Individual Performance Review (IPR)' document 
does not make one reference to psychology assistants. It is 
unfortunate to comment that the service specification's lack 
of reference to psychology assistants may be viewed as an 
example of the fact that they are undervalued within the 
service. Clearly this needs to be addressed.
2.3 Need for a new course to replace the psychology 
assistants' induction course:
Unlike their predecessors the 1996 intake of psychology 
assistants did not undergo a psychology induction course; this 
was due to various changes within the hospital. The assistants 
felt that this was a loss and requested that some of the areas 
from the psychology induction course should be incorporated in 
a larger course that would spread over a number of months. 
This led to the development of this 'personal development' 
course to replace the psychology assistants induction course.
It was the psychology assistants themselves who termed the 
course evaluated here as being a 'personal development' 
course. This title arose after discussions as to their 
requirements prior to the commencement of the course; it was 
clear that a main impetus for the course was the cancellation 
of the psychology assistants' induction course. Since 
'personal development' is poorly defined and having differing 
meanings dependent upon the perceived needs of different 
individuals, the assistants themselves provided the following 
agreed aim of the course :
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'To provide information and discussion concerning theoretical 
and practical aspects of psychology to further the assistants' 
professional and personal development'.
2.4 The perceived benefits of a 'personal development' course :
Psychology assistants typically view their work as a 
'stepping-stone' to gaining a place on a clinical psychology 
course. This means that they have to demonstrate competence, 
not only in their work-related duties, but also in their 
academic knowledge which underpins their supervised clinical 
work. If selected for interview for clinical training they 
have to endure extremely intensive questioning. Although there 
is no agreed definition of what the requirements entail, it is 
probably acceptable that competencies must be demonstrated in 
academic, client/patient (clinical) work and personal 
qualities. It is not unusual for interviews to be conducted 
specifically to address the aforementioned areas. These areas 
were considered in discussions concerning the perceived 
benefits of the course when it was being designed, in order to 
best achieve the needs of the assistants in these areas and 
improve their prospects for acceptance into clinical training.
3.0 Method:
3.1 Need for pilot study:
It was decided that the way forward would be to 'pilot' a 
'personal development' course presented by a qualified 
clinical psychologist, namely the current author.
3.2 The participants:
Since the assistants are localised in different parts of the
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hospital it was decided that two assistants working in the 
unit where the present author worked should regularly attend 
the course. It was agreed that the other assistants would be 
welcome to participate in an evaluation of the course from the 
overall course materials (see below).
3.3 How the curriculum/syllabus was negotiated.
It was decided that the course should be evaluated so if it 
achieved its aims and objectives a case could be made for a 
formal provision of such a course to all future psychology 
assistants employed at the hospital. All areas in the course, 
including the aims and objectives, topics and evaluation, were 
negotiated by the author with the two assistants who 
volunteered to regularly attend.
The agreed title was 'A personal development course for 
Psychology Assistants' . As described above 'personal 
development' is poorly defined; consequently, the agreed aim 
of the course following discussions with the assistants was: 
'To provide information and discussion concerning theoretical 
and practical aspects of psychology to further the assistants' 
professional and personal development .
A number of topic areas that the author had some knowledge 
(ie. that he had researched or previously presented on other 
courses) were discussed as possible presentations.
3.4 How the delivery of the course was negotiated:
It was decided that following 30 topics would be presented 
sequentially:
1. A history of clinical psychology in the UK: The
implications for the teaching of clinical psychology
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assistants and trainees.
2. Legal responsibilities of clinical psychologists: Legal 
issues and ethical dilemmas.
3. Career choices by clinical psychologists in secure 
settings.
4. Psychosocial therapies in a Special Hospital.
5. Therapist-patient confidentiality in high security 
hospitals (1).
6. Therapist-patient confidentiality in high security 
hospitals (2): The position of the Special Hospitals 
Psychologists Advisory Group (SHPAG).
7. Is there a relationship between 1mental illness' and 
offending behaviour?
8. Psychopathic Disorder.
9. 'Trust' status at Ashworth Hospital.
10. Counselling: What are the characteristics of a good
counsellor/psychologist?
11. Assessment in clinical psychology.
12. Behavioural psychology.
13. Behavioural pharmacology: its history and applications to 
humans.
14. Drug-discrimination.
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15. The rate-dependency hypothesis.
16. Behavioural models of drug tolerance.
17. 'Conditioned taste aversion' and 'preparedness'.
18. Animal models of 'drug abuse'.
19. Drug misuse at Ashworth Hospital.
20. Anxiety management.
21. Perception.
22. Cognitive-behavioural psychology. ^
23. Psychological models of aggression.
24. Anger management.
25. Group decision making.
26. Attribution theory and offending behaviour.
27. Psychology of prejudice.
28. Ethical dilemmas in clinical psychology: Secure settings 
and other settings.
29. Literature and psychology.
30. Misrepresentations in psychology.
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3.5 How the method of assessment was negotiated:
It was also agreed that the author should provide the
assistants with a c o p y  o f  the aims and objectives for each 
session, handouts and an evaluation sheet for each session. In 
order to involve other assistants in the hospital they were 
invited at the end of the course to 'subjectively' assess the 
o v e r a l l  course by perusal of the course materials; the same 
procedure was used to enable the qualified clinical
psychologists to 'subjectively' assess the course (see
Appendix 7.5) .
3.6 The delivery of the course:
It was decided that the agreed topics would be presented over 
a six month period (ie. f r o m  October 1996 to April 1997). 
There would be at least one presentation per week; 
occasionally there would be two in order that the course would 
be completed and evaluated by April 1997. It was decided that 
each session should be of two hours duration in order to allow 
for a full presentation and sufficient time for discussion. 
Typically each session presentation involved the use of an
o v e r h e a d  projector and acetates; a white-board, and/or a 
flipchart. All sessions involved active participation from the 
assistants, usually in the form of discussion, and sometimes 
specific exercises.
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3.7 The évaluation/data analysis of the course:
The following constituted the agreed methodology to assess the 
course:
e Evaluation of each session by the two assistants who
attended the sessions.
• An overall evaluation of the course by the two assistants 
who attended the sessions.
• A 'subjective' evaluation of the course by the four
Ashworth Hospital psychology assistants who were unable 
to attend the course by perusing the course materials 
(ie. aims/objectives and handouts for each session).
e jy 'subjective' evaluation of the course by the qualifiod
clinical psychologists at Ashworth Hospital by perusing 
the course materials (ie. aims/objectives and handouts
for each session).
• A 'subjective' evaluation of the course by the presenter
(ie. author).
These can now be dealt with in turn in the results section 
that follows.
4 .0 Results :
4 . 1 Evaluation of each session by the two assistants who
attended the sessions:
Each session was evaluated by these assistants using a 
questionnaire with a 1-9 point rating scale (see appendix 
7.3); this scale was arranged so high scores correlated with 
'positive' ratings and low scores correlated with 'negative 
ratings. It was agreed that ten areas would be rated (Q.l to 
Q.10 in Table 1).
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TABLE 1: Data for the two psychology assistants who attended 
the course: Mean ratings for the 30 sessions; standard
deviations in brackets.
Questions rated by assistants Assistant 1: 
Means
Assistant 2 : 
Means
Q.l How well the seminars were 7 . 1 0 7 . 2 0
presented. ( 0 . 3 1 ) ( 0 . 4 1 )
Q.2 How informative the content 7 . 3 0 7 . 4 0
was. ( 0 . 6 5 ) ( 1 . 0 5 )
Q.3 How appropriate the content 7 . 1 3 7 . 4 0
was to the overall needs of the 
assistants.
( 0 . 3 5 ) ( 0 . 8 2 )
Q .4 How appropriate the content 7 . 1 3 7 . 4 0
was to the academic needs of 
the assistants.
( 0 . 3 5 ) ( 0 . 8 2 )
Q.5 How appropriate the content 7 . 0 3 7 . 0 0
was to the assistants7 
patient/client work.
( 0 . 1 8 ) ( 1 . 6 2 )
Q. 6 Achievement of aims and 7 . 1 3 7 . 8 0
objectives. ( 0 . 3 5 ) ( 0 . 7 7 )
Q.7 Understanding of the 7 . 2 0 8 . 1 5
content. ( 0 . 4 1 ) ( 0 . 3 5 )
Q.8 Usefulness of the 7 . 2 7 7 . 7 0
handout(s). ( 0 . 4 5 ) ( 0 . 7 3 )
Q.9 Amount learned. 7 . 2 0 7 . 2 0
( 0 . 4 1 ) ( 0 , 4 1 )
Q .10 Certainty of ratings. 7 . 1 3 7 . 2 0
( 0 . 3 5 ) ( 0 . 4 1 )
Overall there were no significant differences in ratings for 
individual sessions.
The assistants could also make comments concerning their 
overall ratings, general comments and perceived improvements. 
However, these boxes were not completed for the individual 
sessions.
Note: Assistant 2 was unable to attend 9 sessions; this 
assistant rated these following a brief discussion of the 
aims/objectives and handouts.
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Q.l Q.2 Q.3 Q.4 Q.5 Q.6 Q.7 Q.8 Q.B Q.10
Assistant 1 Assistant 2
TABLE 2: Diagrammatic representation of data for the two
psychology assistants who attended the course: Means for ratings 
of the 30 sessions.
Key:
Q.l = How well the seminars were presented.
Q.2 = How informative the content was.
Q.3 = How appropriate the content was to the overall needs of 
the assistants.
Q.4 = How appropriate the content was to the academic needs of 
the assistants.
Q.5 = How appropriate the content was to assistants'
patient/client work.
Q.6 = Achievement of aims and objectives.
Q.7 = Understanding of the content.
Q.8 = Usefulness of the handout(s).
Q.9 = Amount learned.
Q.10 = Certainty of ratings.
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4.2 An overall evaluation of the course by the two assistants 
who attended the sessions;
4.3 A 'subjective' evaluation of the course by the four 
assistants who were unable to attend the course; and,
4.4 A 'subjective' evaluation of the course by the qualified 
clinical psychologists :
This was obtained by using similar questionnaires to that used 
for the individual sessions (see appendix 7.4 and 7.5); however, 
these questionnaires evaluated the course as a whole.
This evaluation dealt with comments concerning overall ratings, 
general comments and perceived improvements; also, views ('Yes' 
or 'No' ) and comments concerning whether or not the course 
should be provided for future psychology assistants at Ashworth 
Hospital.
The four assistants who did not attend the course were invited 
to subjectively evaluate the course. They all consented. The 
qualified clinical psychologists were similarly invited to 
participate; only one did not participate. These participants 
made their evaluations by perusal of the course materials. In 
order to counteract any possible bias, the following details in 
the box below were read to these assistants and qualified 
clinical psychologists by the author. No other details were 
given:
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VERBAL DESCRIPTION OF PSYCHOLOGY ASSISTANTS PERSONAL DEVELOPMENT COURSE
1.  The  c o u r s e  c o n s i s t e d  o f  30 s e s s i o n s  s p r e a d  o v e r  l u n c h  p e r i o d s  f r o m  
O c t o b e r  199 6  t o  A p r i l  1 9 9 7 .
2 .  Two p s y c h o l o g y  a s s i s t a n t s  i n  t h e  M e n t a l  H e a l t h  D i r e c t o r a t e  a t t e n d e d  
t h e  c o u r s e .
3 .  The  c o u r s e  was  p r e s e n t e d  i n  t o t a l  b y  m y s e l f ,  Danny  R e i d .
4 .  The  t o p i c s  w e r e  s e l e c t e d  p r i o r  t o  t h e  comme nc eme nt  o f  t h e  c o u r s e  b y
t h e  tw o  a s s i s t a n t s  i n  c o n s u l t a t i o n  w i t h  m y s e l f .
5 .  T y p i c a l l y  e a c h  s e s s i o n  c o n s i s t e d  o f  a n  o u t l i n e  ( a i m s  a n d  o b j e c t i v e s ) ;  
I  u s u a l l y  u s e d  a c e t a t e s ;  t h e r e  was  q u e s t i o n i n g  a n d  d i s c u s s i o n  i n  a l l  t h e  
p r e s e n t a t i o n s  ; i n  some p r e s e n t a t i o n s  t h e r e  w e r e  s h o r t  e x e r c i s e s .
6 .  E a c h  s e s s i o n  was  e v a l u a t e d  b y  t h e  a s s i s t a n t s .
7 .  U s i n g  t h e  s i m p l e  q u e s t i o n n a i r e ,  I  w a n t  y o u  t o  e v a l u a t e  t h e  c o u r s e  b y  
p e r u s a l  o f  t h e  c o u r s e  m a t e r i a l s  ( a i m s  a n d  o b j e c t i v e s  a n d  h a n d o u t s  f o r  
e a c h  s e s s i o n ) . I  w i l l  l e a v e  t h e s e  c o u r s e  m a t e r i a l s  w i t h  y o u .
8 .  The  p u r p o s e  o f  t h i s  e x e r c i s e  i s  t o  e v a l u a t e  t h e  c o u r s e  t o  a s c e r t a i n
w h e t h e r  o r  n o t  a  s i m i l a r  c o u r s e  s h o u l d  b e  p r e s e n t e d  t o  f u t u r e  a s s i s t a n t s  
a t  t h e  h o s p i t a l .
9 .  A l l  i n f o r m a t i o n  y o u  p r o v i d e  i s  c o n f i d e n t i a l . When y o u  h a v e  made  y o u r  
e v a l u a t i o n  r e t u r n  i t  t o  me i n  t h e  h o s p i t a l  m a i l .
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TABLE 3: Data for the two psychology assistants (1 and 2) who 
attended the course and the four psychology assistants (3, 4, 5 
and 6) who did not attend the course: overall course ratings.
Questions rated 
by assistants
Assist.
1
Assist.
2
Assist.
3
Assist.
4
Assist.
5
Assist.
6
Q .1 How well the 
seminars were 
presented.
7 7 7 5 5 7
Q.2 How
informative the 
content was.
7 7 8 8 9 8
Q .3 How
appropriate the 
content was to 
the overall 
needs of the 
assistants.
7 7 8 7 7 6
Q . 4 How
appropriate the 
content was to 
the academic 
needs of the 
assistants.
7 8 8 8 8 6
Q.5 How
appropriate the 
content was to 
the assistants' 
patient/client 
work.
7 4 8 7 5 8
Q . 6 Achievement 
of aims and 
objectives.
7 6 7 8 8 8
Q.7
Understanding of 
the content.
7 8 7 7 9 7
Q.8 Usefulness 
of the 
handout(s) .
7 8 7 8 7 8
Q . 9 Amount 
learned.
7 7 7 8 9 7
Q.10 Certainty 
of ratings.
9 7 8 7 3 6
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Q.1 Q.2 Q.3 Q.4 Q.5 Q.6 Q.7 Q.8 Q.9 Q.10
Assistant 1 
Assistant 3 
Assistant 5
Assistant 2 
Assistant 4 
Assistant 6
TABLE 4: Diagrammatic representation of data for the two 
psychology assistants (1 and 2) who attended the course and the 
four psychology assistants {3, 4, 5 and 6) who did not attend 
the course: overall course ratings.
Key:
Q.l = How well the seminars were presented.
Q.2 = How informative the content was.
Q.3 = How appropriate the content was to the overall needs of 
the assistants.
Q.4 = How appropriate the content was to the academic needs of 
the assistants.
Q.5 = How appropriate the content was to assistants'
patient/client work.
Q.6 = Achievement of aims and objectives.
Q.7 = Understanding of the content.
Q.8 = Usefulness of the handout(s).
Q.9 = Amount learned.
Q.10 = Certainty of ratings.
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TABLE 5: Data for the qualified clinical psychologists (CPs) 
(N=9): Questionnaire ratings.
Ratings by the 
CPs
CP
1
CP
2
CP
3
CP
4
CP
5
CP
6
CP
7
CP
8
CP
9
Q.1 How well the 8 7 7 5 9 6 8 8 7
seminars were
presented.
Q.2 How 9 8 7 9 8 7 8 8 9
informative the
content was.
Q.3 How 8 7 7 9 8 6 7 6 -
appropriate the
content was to
the overall
needs of the
assistants.
Q .4 How 9 7 7 9 8 7 7 8 7
appropriate the
content was to
the academic
needs of the
assistants.
Q . 5 How 8 6 6 4 7 6 7 6 5
appropriate the
content was to
the assistants'
patient/client
work.
Q. 6 Achievement 8 7 6 5 9 7 7 8 -
of aims and
objectives.
Q.7 8 9 5 5 8 8 7 8 -
Understanding of
the content.
Q.8 Usefulness 8 9 7 9 9 7 7 8 7
of the
handout(s).
Q.9 Amount 9 9 5 9 8 7 7 9 -
learned.
Q.10 Certainty 8 6 5 5 6 7 7 6 1
of ratings.
Note: CP 9 did not complete Q.3, Q.6, Q.7 and Q.9.
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Q.1 Q.2 Q.3 Q.4 Q.5 c1.6 Q.7 Q.8 Q.9
Psychologist 1 Psychologist 2
Psychologist 3 i Psychologist 4
Psychologist 5 Psychologist 6
Psychologist 7 3 Psychologist 8
Psychologist 9
TABLE 6: Diagrammatic representation of data from qualified
clinical psychologists : Questionnaire ratings.
Key:
Q.l = How well the seminars were presented.
Q.2 = How informative the content was.
Q.3 = How appropriate the content was to the overall needs of 
the assistants.
Q.4 = How appropriate the content was to the academic needs of 
the assistants.
Q.5 = How appropriate the content was to assistants'
patient/client work.
Q.6 = Achievement of aims and objectives.
Q.7 = Understanding of the content.
Q.8 = Usefulness of the handout(s).
Q.9 = Amount learned.
Q.10 = Certainty of ratings.
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TABLE 7: Overall course ratings : Means and standard deviations 
(in brackets) for assistants who attended the course (1 and 2); 
assistants who did not attend the course (3 to 6); and the 
qualified clinical psychologists.
Questions rated by 
assistants and qualified 
clinical psychologists
Assistants 
1 and 2 : 
Means
Assistants 
3 to 6 : 
Means
Qualified 
Clinical 
Psychologists : 
Means
Q.1 How well the seminars 7.00 6.0 7.22
were presented. (0) (1.15) (1.20)
Q.2 How informative the 7.00 8.25 8.11
content was. (0) (0.50) (0.78)
Q.3 How appropriate the 7.00 7.0 7.25
content was to the 
overall needs of the 
assistants.
(0) (0.82) (1.04)
Q.4 How appropriate the 7.50 7.50 7.67
content was to the 
academic needs of the 
assistants.
(0.71) (1.0) (0.87)
Q.5 How appropriate the 5.50 7.00 6.11
content was to the 
assistants' 
patient/client work.
(2.12) (1.41) (1.17)
Q.6 Achievement of aims 6.50 7.75 7.13
and objectives. (0.71) (0.50) (1.25)
Q.7 Understanding of the 7.50 7.50 7.25
content. (0.71) (1.00) (1.49)
Q .8 Usefulness of the 7.50 7.50 7.89
handout(s). (0.71) (0.58) (0.93)
Q.9 Amount learned. 7.00 7.75 7.88
(0) (0.96) (1.46)
Q.10 Certainty of 8.00 6.00 5.67
ratings. (1.41) (2.15) (2.00)
Note: One of the qualified clinical psychologists (CP 9) did not 
complete Q.3, Q.6, Q.7 and Q.9.
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Q.1 Q.2 Q.3 Q.4 Q.5 Q.6 Q.7 Q.8 Q.9 Q.10
Assistants 1 and 2 
Assistants 3 to 6
Qualified Clinical Psychologists
TABLE 8: Diagrammatic representation of data from overall course 
ratings : Means for assistants who attended the course (1 and 2); 
assistants who did not attend the course (3 to 6) ; and the 
qualified clinical psychologists.
Key:
Q.l = How well the seminars were presented.
Q.2 = How informative the content was.
Q.3 = How appropriate the content was to the overall needs of 
the assistants.
Q.4 = How appropriate the content was to the academic needs of 
the assistants.
Q.5 = How appropriate the content was to assistants'
patient/client work.
Q.6 = Achievement of aims and objectives.
Q.7 = Understanding of the content.
Q.8 = Usefulness of the handout(s).
Q.9 = Amount learned.
Q.10 = Certainty of ratings.
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TABLE 9: SUMMARY OF COMMENTS FROM OVERALL ASSESSMENT OF THE
COURSE.
Comments from Assistants 1 and 2 who attended the course :
Comments
concerning
ratings
Some o f  t h e  m a t e r i a l  was  m o r e  i n t e r e s t i n g  a n d  r e l e v a n t  t o  
c l i n i c a l  w o r k  t h a n  o t h e r  m a t e r i a l ;  t h i s  was  p a r t i c u l a r l y  
u s e f u l / D i f f i c u l t  t o  r a t e  a s  n o t  t o t a l l y  a n o n y m o u s .
General
comments
O v e r a l l  t h e  c o u r s e  was  v e r y  u s e f u l / R e q u i r e  m o r e  s p e c i f i c  
s e m i n a r s  on  A s h w o r t h  ( e g .  More  i n f o r m a t i o n  on  M e n t a l  H e a l t h  
A c t ,  e t c . ,  r e p o r t  w r i t i n g ,  ' p o l i t i c a l  u n d e r s t a n d i n g '  o f  
p s y c h o l o g y  w i t h i n  t h e  h o s p i t a l ) .
Comments
concerning
improvements
C o u r s e  s h o u l d  b e  ' f o r m a l i s e d '  s o  t h a t  a l l  t h e  a s s i s t a n t s  i n  
t h e  h o s p i t a l  h a v e  t i m e  t o  a t t e n d / M o r e  t i m e  f o r  q u e s t i o n s  a n d  
a n s w e r s .
Comments from Assistants 3, 4, 5 and 6 who did not attend the 
course:
Comments
concerning
ratings
D i f f i c u l t y  s i n c e  n o t  h a v i n g  a t t e n d e d  t h e  c o u r s e ;  h o w e v e r ,  
c o m p r e h e n s i v e  h a n d o u t s  g i v e  i m p r e s s i o n  t h a t  t h e r e  w as  e n o u g h  
m a t e r i a l  t o  s a t i s f y  n e e d s  o f  a s s i s t a n t s / o b s e r v a t i o n  o f  t h e  
m a t e r i a l s  i s  n o t  t h e  s am e  a s  a c t u a l l y  a t t e n d i n g  t h e  c o u r s e .
General
comments
T a k i n g  a c c o u n t  o f  m a t e r i a l ,  t i m e  s p e n t  a t t e n d i n g  c o u r s e ,  
c o m m i t m e n t  t o  k n o w l e d g e  may b e  w o r t h  f o r m a l  r e c o g n i t i o n  o f  
a t t e n d a n c e  s u c h  a s  ' F o r e n s i c  I n d u c t i o n  i n  
P s y c h o l o g y '  V C o m p r e h e n s i v e  i n f o r m a t i o n / V e r y  v a l u a b l e  
o v e r a l l / S o m e  m a t e r i a l  a p p e a r e d  m o r e  d i f f i c u l t  t h a n  o t h e r  
m a t e r i a l .
Comment
concerning
improvements
P e r h a p s  f o c u s  on  o v e r a l l  a i m  o f  c o u r s e  : e g .  ' a  c l i n i c a l  
p s y c h o l o g y  a s s i s t a n t  g r a d u a t e  o r  a  w e l l - i n f o r m e d  p s y c h o l o g y  
a s s i s t a n t ' / T h e r e  s h o u l d  b e  s e s s i o n s  on  c o n d u c t i n g  r e s e a r c h ,  
l e a r n i n g  d i s a b i l i t i e s  a n d  women o f f e n d e r s / T h e  c o u r s e  s h o u l d  
t a k e  p l a c e  i n  w o r k - t i m e  a s  i t  i s  a  b e n e f i t  t o  t h e  h o s p i t a l .
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TABLE 9: SUMMARY OF COMMENTS FROM OVERALL ASSESSMENT OF THE
COURSE (continued).
Comments from qualified clinical psychologists :
Comments
concerning
ratings
T h e s e  w e r e  t e n t a t i v e  d u e  t o  l a c k  o f  o p p o r t u n i t y  t o  h a v e  
f e e d b a c k  f r o m  t h o s e  who a t t e n d e d  t h e  c o u r s e / I  h a v e  l i t t l e  
c o n f i d e n c e  i n  my r a t i n g s  b e c a u s e  I  d i d  n o t  h a v e  e n o u g h  t i m e  
t o  r e a d  t h e  i n f o r m a t i o n .
General
comments
O t h e r  a s s i s t a n t s  a p p e a r  t o  h a v e  m i s s e d  o u t  o n  t h i s  i m p o r t a n t  
p r o v i s i o n / V e r y  u s e f u l  w r i t t e n  r e s o u r c e / T h e  o r g a n i s a t i o n ,  
b r e a d t h  a n d  r a n g e  o f  m a t e r i a l  i s  v e r y  i m p r e s s i v e / I t  i s  a  v e r y  
u s e f u l  t r a i n i n g  p a c k a g e  f o r  p s y c h o l o g y  a s s i s t a n t s / i t  i s  w e l l  
p r e s e n t e d  a n d  h i g h l y  i n f o r m a t i v e / I t  i s  a  c o m p r e h e n s i v e  
r e s o u r c e  f o r  a l l  p s y c h o l o g i s t s ,  n o t  o n l y  a s s i s t a n t s .
Comments
concerning
improvements
M i g h t  b e n e f i t  f r o m  m o r e  on  how t h e  p a t i e n t s  i n t e r a c t  a n d  
b o u n d a r y  i s s u e s / S h o u l d  b e  a v a i l a b l e  t o  a l l  new 
a s s i s t a n t s / C o u l d  b e  a d d i t i o n a l  m o d u l e s  p r e s e n t e d  b y  o t h e r  
p s y c h o l o g i s t s  a s  p a r t  o f  f u t u r e  c o u r s e / T h e  c o u r s e  w o u l d  
b e n e f i t  f r o m  a  m o d u l e  on  t h e  p r i n c i p l e s  u n d e r l y i n g  w o r k  w i t h  
s e x u a l  o f f e n d e r s / N o t  a l l  t h e  h a n d o u t  m a t e r i a l  i s  d i r e c t l y  
r e l e v a n t  t o  A s h w o r t h  H o s p i t a l  a n d  some o f  i t  c o u l d  b e  e d i t e d  
o u t  o f  f u t u r e  c o u r s e / M i g h t  b e n e f i t  f r o m  m o r e  i n f o r m a t i o n  on  
s p e c i a l i s e d  a s s e s s m e n t s  ( e g .  p s y c h o p a t h y  a n d  s e x  
o f f e n d i n g ) / P e r h a p s  ' p e r s o n a l  d e v e l o p m e n t '  d o e s  n o t  h a v e  t o  b e  
t h e  e m p h a s i s  . . .  c o u l d  b e  u s e d  a s  a n  i n d u c t i o n  
p a c k a g e / P e r h a p s  o t h e r  k e y  p a p e r s  w o u l d  w i d e n  t h e  k n o w l e d g e  
b a s e / P e r h a p s  m o re  p r a c t i c a l  g u i d a n c e  f o r  t h e  a s s i s t a n t s .
TABLE 10: VIEWS FROM ALL ASSISTANTS AND QUALIFIED CLINICAL
PSYCHOLOGISTS FOR THE PROVISION OF COURSE FOR FUTURE PSYCHOLOGY 
ASSISTANTS AT ASHWORTH HOSPITAL.
Selections Psychology
Assistants
Qualified
Clinical
Psychologists
'Yes' 6 9
'No' 0 0
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TABLE 11: SUMMARY OF COMMENTS CONCERNING DECISION THAT THERE
SHOULD BE A COURSE PROVIDED FOR FUTURE PSYCHOLOGY ASSISTANTS AT 
ASHWORTH HOSPITAL.
Comments from Assistants 1 and 2 who attended the course:
T h e r e  s h o u l d  b e  a  f o r m a l  p s y c h o l o g y  i n d u c t i o n  c o u r s e  f o r  new 
p s y c h o l o g y  a s s i s t a n t s ,  e s p e c i a l l y  f o c u s i n g  on  t h e  i s s u e s  
s u r r o u n d i n g  w o r k  i n  a  s e c u r e  e n v i r o n m e n t .  S e s s i o n s  w h i c h  
e d u c a t e / i n f o r m  new a s s i s t a n t s  a b o u t  t h e  r o l e  o f  p s y c h o l o g y ,  
e s p e c i a l l y  i n  a  s e c u r e  e n v i r o n m e n t  a r e  v e r y  u s e f u l . /  R e c a p  on  
t h e o r i e s  o f  p s y c h o l o g y  i s  u s e f u l . C o u r s e  s h o u l d  a l s o  c o v e r  
s p e c i f i c  t o p i c s  r e l a t i n g  t o  A s h w o r t h  a n d  t h e  c h a n g i n g  NHS.
Comments from Assistants 
course :
3, 4, 5 and 6 who did not attend the
T h e r e  w e r e  l o t s  o f  i s s u e s  c o v e r e d  t h a t  a r e  p e r t i n e n t  t o  
p s y c h o l o g y  a s s i s t a n t s ,  t h i s  i n f o r m a t i o n  n e e d s  t o  b e  g i v e n  
p r i o r  t o  s t a r t i n g  w o r k  a t  A s h w o r t h . /  The  l e v e l  o f  w h i c h  
i n f o r m a t i o n  o f  a  f o r e n s i c  n a t u r e  i s  p r o v i d e d  t o  p s y c h o l o g y  
a s s i s t a n t s  s h o u l d  b e  t h o r o u g h l y  t h o u g h t  t h r o u g h  i n  l i g h t  o f  
t i m e  a n d  r e s o u r c e s . / T h e  c o u r s e  s h o u l d  b e  p r o v i d e d  f o r  a l l  
a s s i s t a n t s .
Comments from qualified clinical psychologists :
U s e f u l  f o r  a s s i s t a n t s  i n  t h e i r  e m p l o y m e n t / T h e  c o u r s e  i s  a l l  
r e l e v a n t  f o r  a s s i s t a n t s  a n d  w e l l  p r e s e n t e d /  U s e f u l  f o r  
c l i n i c a l  p s y c h o l o g y  c o u r s e  i n t e r v i e w s / H i g h l y  i n f o r m a t i v e  
a b o u t  i s s u e s  i n  a c o h e r e n t  w a y / H a n d o u t s  a r e  v e r y  u s e f u l / G i v e s  
a  c o h e r e n t  p s y c h o l o g i c a l  p e r s p e c t i v e  t o  t h e  w o r k  o f  
a s s i s t a n t s  i n  t h e  h o s p i t a l / P r o v i d e s  a n  o v e r v i e w  o f  t h e  k e y  
a r e a s / C o u l d  b e  d e v e l o p e d  a s  a n  i n d u c t i o n  c o u r s e / P r o v i d e s  a 
c r u c i a l  t h e o r e t i c a l  u n d e r p i n n i n g  f o r  a n y  i n v o l v e m e n t  w i t h i n  
s p e c i a l  h o s p i t a l s / T h e  c o u r s e  h i g h l i g h t s  some o f  t h e  k e y  
i s s u e s  t o  b o t h  A s h w o r t h  a n d  t h e  p r o f e s s i o n  i t s e l f  a n d  i t  
e n h a n c e s  a s s i s t a n t s '  k n o w l e d g e  a b o u t  t h e i r  w o r k ,  i m p r o v e s  
t h e i r  c l i n i c a l  k n o w l e d g e  a n d  t h e i r  c h a n c e s  o f  s u c c e s s  a t  
i n t e r v i e w s  f o r  c l i n i c a l  p s y c h o l o g y  t r a i n i n g / i t  i s  a  g o o d ,  
i n f o r m a t i v e  a n d  c o m p r e h e n s i v e  p r o g r a m m e .
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4.5 The presenter's 'subjective' evaluation of the course :
The course was pitched at the correct level for the assistants 
who attended. The agreed areas were covered as planned; these 
areas proved to be appropriate and interesting for the 
assistants. However, there was some pressure to complete the 
course which meant that on a number of occasions there was more 
than one session in a week. This meant that the assistants may 
not have been up to date with reading materials that they were 
given, although they never made an issue of this. There is no 
doubt that the assistants gained from attending. In the initial 
sessions they had to be encouraged to participate in discussion; 
however, as the sessions progressed they were clearly at ease 
and initiated much of the discussion. It was of note that they 
referred to some of the issues in psychology service meetings in 
the hospital. Importantly, an overall benefit of the course was 
that the assistants' confidence improved. It is of note that 
both of the assistants who piloted the course were able to gain 
places on a clinical psychology training course commencing in 
October 1997; this is very difficult to achieve.
There were no problems in delivering the course, organising the 
handouts, etc. However, one of the assistants was unable to 
attend some of the sessions due to holidays ; this assistant was 
given a summary of the sessions missed and copies of the 
handouts. The evaluations for the missed sessions were made on 
the basis of the summaries given. There were no great problems 
in obtaining the evaluations from the assistants./ However, the 
ratings for the individual sessions were obtained at the end of 
the course. It is of note that for these individual session 
ratings that the assistants did not complete the comments 
sections; when asked they felt it was more appropriate to
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complete these on the 'overall' assessment.
In sum, it was pleasing that the course seemed successful. 
However, some changes are necessary if it is to be delivered in 
the future; these are outlined in the discussion below.
5.0 Discussion :
5 .1 Summary of evaluation/data analysis :
The evaluation was very favourable, both from the assistants who 
'piloted' the course, the other assistants and qualified 
clinical psychologists who subjectively evaluated the course.
However, it could be argued that there might have been biasing 
effects since rater anonymity may not have been totally feasible 
in the study. Every effort was made to protect anonymity, but 
one of the two assistants who piloted the course commented that 
it was 'difficult to rate as not totally anonymous' (see Table 
9). Another potential criticism of the overall evaluation is the 
relatively small numbers in the pilot component. However, it was 
not possible in practical terms to include all the assistants 
at the hospital due to various reasons (eg. the assistants being 
dispersed at different locations in the hospital). If all six 
assistants had attended the course this would have allowed for 
an increase in rater anonymity.
Observation of the data shows no marked major differences 
between the raters. However, one of the qualified clinical 
psychologists (CP9) did not rate all the items. It seems fair to 
comment that the method of measurement and the methodology used 
was suitable for this evaluation.
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Importantly, all the written comments were favourable and all 
raters felt that the course should be formally presented to 
future psychology assistants at the hospital in 'work time'. It 
seems clear that this evaluation will stimulate further future 
development of such a course for psychology assistants at 
Ashworth Hospital.
5.2 The way forward:
It seems clear that the course should be provided for all future 
assistants. However, it does not have to be in exactly the same 
format. For example, areas such as report writing and the 
'politics' of working at Ashworth Hospital could also be 
included in more detail as recommended in the comments of one of 
the assistants. Steps should be now made by clinical 
psychologists in the hospital to plan the future course.
It could be argued that the term 'personal development' is not 
the most appropriate title for the course. However, as described 
above the term is not clearly defined and the assistants who 
participated in the course viewed it as appropriate, since it 
reflected their perceived needs.
Finally it is worth noting that Ashworth Hospital has 
experienced difficulties in recruiting and retaining qualified 
clinical psychology staff (see Reid and James, 1997) . However, 
there have never been difficulties in recruiting psychology 
assistants. It seems logical that current assistants should be 
given every encouragement to return to Ashworth Hospital once 
they have received training and become qualified clinical 
psychologists. Reid and James (1997) studied factors determining 
choice of first job in secure settings amongst qualifying
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clinical psychologists. 'Specialism' was rated the most 
important; importantly this course focused mainly on psychology 
in 'secure settings' and might fuel the current assistants to 
pursue a position in Ashworth Hospital once qualified. Other 
factors from the Reid and James study having a bearing on future 
job choice and possibly seeking a job in Ashworth Hospital have 
a relationship to the course : 'Good experience with supervisor
...' (rated as fourth in importance); and 'Good experience in 
department as assistant' (rated fifteenth in importance). This 
clearly demonstrates that the provision of a future similar 
course, perhaps written into the contracts of the assistants, 
might pay dividends for the assistants themselves and Ashworth 
Hospital.
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7.1 Induction of Psychology Assistants: October 1995
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INDUCTION OF PSYCHOLOGY 
ASSISTANTS
OCTOBER 1995
In addition to the hospital induction course psychology 
assistants also undergo an additional ’psychology1 induction 
course.
AM sessions will commence at 10.0 am and PM sessions will 
commence at 2.0 pm (unless indicated).
Sessions will take place in the Group Room in the Psychology 
Resource Centre (unless indicated).
The format is as follows:
Monday, 9th October
AM: Issues in working with Special Hospital patients (Pam Day)
PM: The Patients Advocacy Service at Ashworth Hospital (Kim Guy - 
this will be held in the Advocacy Service)
Tuesday, 10th October
AM: Psychology and Ashworth Hospital (Danny Reid)
PM: Introduction to WAIS-R (Danny Reid)
Wednesday, 11th October
AM: The Care Programme Approach (Mike Hardman)
PM: Services for women at Ashworth Hospital
(Helen Liebling - this will commence at 3.0 pm)
Thursday, 12th October
AM: Education services at Ashworth Hospital (Malcolm Clarke - 
this will be held in Patients’ Education in Ashworth North)
PM: Working as an Assistant - supervision, monitoring procedures, 
etc. (Eric Bromley)
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Friday, 13th October
AM: Social Work (Richard Backhouse - venue to be arranged)
PM: In and out of Ashworth: Admission Panel, MHA and MHRTs, etc. 
(Dr Girish Shetty - venue to be arranged)
It is possible that the following will be arranged to take place 
over a period of time after the induction course:
The Research Department at Ashworth Hospital (Diane Fawcett)
Assessment and treatment of PD (Adrian West/Pam Day)
Drug abuse at Ashworth Hospital (Helen Liebling)
Patients Council/ ’A patient’s perspective’ (Aisling O ’Kane)
Assessment and treatment of sex offenders (Aisling O ’Kane and 
Bridget Clancy)
Perceptions of Mentally Disordered Offenders (Danny Reid and Ruth 
Millard)
Offender profiling (Mike Berry/Adrian West)
Integrated ward (Helen Liebling)
Wordperfect introduction (Alex Rugen)
The role of the clinical manager (Jim Gardner)
Risk Management (George Allen)
Community Card (Colin Dale)
Confidentiality (Danny Reid and Eric Bromley)
SHPAG (Danny Reid and Eric Bromley)
Psychosocial Therapy Committee (PSTC) (Danny Reid and Mark 
Stowell-Smith)
Course organisers:
Danny Reid and Rebecca Velangi 
October 1995
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7.2 Copy of course topics, etc. given to assistants prior to 
attending the course
— 64 —
1 Psychology Assistants Personal Development Course1
AIMS: 'To provide information and discussion concerning theoretical and 
practical aspects of psychology to further the assistants' professional 
and personal development' .
The sequence of topics is outlined in the following table:
SEMINAR TITLE
A history of clinical psychology in the UK: The implications for the teaching of 
clinical psychology assistants and trainees.
Legal responsibilities of clinical psychologists: Legal issues and ethical 
dilemmas.
Career choices by clinical psychologists in secure settings.
Psychosocial therapies in a Special Hospital.
Therapist-patient confidentiality in high security hospitals (1).
Therapist-patient confidentiality in high security hospitals (2): The position of 
the Special Hospitals Psychologists Advisory Group (SHPAG).
Is there a relationship between 'mental illness' and offending behaviour?
Psychopathic Disorder.
'Trust' status at Ashworth Hospital.
Counselling: What are the characteristics of a good counsellor/psychologist?
Assessment in clinical psychology.
Behavioural psychology.
Behavioural pharmacology: its history and applications to humans.
Drug-discrimination.
The rate-dependency hypothesis.
Behavioural models of drug tolerance.
'Conditioned taste aversion' and 'preparedness'.
Animal models of 'drug abuse'.
Drug misuse at Ashworth Hospital.
Anxiety management.
Perception.
Cognitive-behavioural psychology.
Psychological models of aggression.
Anger management.
Group decision making.
Attribution theory and offending behaviour.
Psychology of prejudice.
Ethical dilemmas in clinical psychology: Secure settings and other settings.
Literature and psychology.
Misrepresentations in psychology.
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I have written aims and objectives for each session; also, 
there will be a comprehensive handout specially written for 
each session by myself. For some sessions there will be a 
number of handouts; these will include key papers concerning 
the seminar.
This course is not examinable. However, you will need to 
carefully read each handout that you receive.
All seminars will be evaluated; it is also envisaged that the 
course as a whole will be evaluated once it has been 
completed.
There is no course text. However, the following texts are 
recommended if you wish to pursue your interest further:
Blackburn, R. (1993) . T h e  P s y c h o l o g y  o f  C r i m i n a l  C o n d u c t :  
T h e o r y ,  R e s e a r c h  a n d  P r a c t i c e .  Chichester : Wiley.
Davison, G.C. and Neale, J.M. (1996) . A b n o r m a l  P s y c h o l o g y :  A n  
E x p e r i m e n t a l  A p p r o a c h .  New York: Wiley.
Marzillier, J.S. and Hall, J. (Eds.) (1987). W h a t  i s  C l i n i c a l  
P s y c h o l o g y ?  O x f o r d :  Oxford University Press.
Pilgrim, D. and Treacher, A. (1992). C l i n i c a l  P s y c h o l o g y  
O b s e r v e d .  L o n d o n :  Routledge.
Seedhouse, D. and Lovett,. L. (1992). P r a c t i c a l  M e d i c a l  E t h i c s .  
Chichester: Wiley.
Daniel Reid
Psychology Services 
October 1996
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7.3 Evaluation questionnaire used for individual sessions by 
the two assistants who attended the course
— 67 —
PSYCHOLOGY ASSISTANTS’ 
’PERSONAL DEVELOPMENT’ COURSE 
SEMINAR EVALUATION:
SEMINAR TITLE:
DATE :
INSTRUCTIONS :
The agreed aim of the series of seminars is: ?To provide 
information and discussion concerning theoretical and practical 
aspects of psychology to further the assistants' professional and 
personal development’.
Please evaluate the seminar as honestly as possible.
Please reply to the following statements by circling the number 
that represents your opinion:
1. Overall how well would you say the seminar was presented? :
Well presented 9 8 7 6 5 4 3 2 1 Poorly presented
2. How informative would you say the content was?:
Not informative 1 2 3 4 5 6 7 8 9 Was informative
3. How appropriate to your overall needs would you say the 
content was?:
Not appropriate 1 2 3 4 5 6 7 8 9  Was appropriate
4. How appropriate to your academic needs would you say the 
content was?:
Not appropriate 1 2  3 4 5 6  7 8 9  Was appropriate
5. How appropriate to your patient/client work would you say the 
content was?:
Not appropriate 1 2 3 4  5 6 7 8 9 Was appropriate
6. Overall would you say that the aims and objectives of the 
seminar were achieved? :
Were Achieved 9 8 7 6 5 4  3 2 1  Not Achieved
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7. Overall would you say that you were able to understand the 
seminar content?:
Not understandable 1 2 3 4 5 6 7 8 9 Was understandable
8. Overall how useful did you find the seminar handout (s) ? :
Not useful 1 2 3 4 5 6 7 8 9  Was useful
9. Overall how much would you say you learned from the seminar? :
Learned a lot 9 8 7 6 5 4 3 2 1 Learned little
10. How certain are you of the ratings you have made?:
Not certain 1 2 3 4 5 6  7 8 9  Certain
OTHER COMMENTS:
If you have comments you wish to make concerning the ratings you 
have made then please write in the space:
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If you have any general comments you wish to make concerning the
seminar then please write in the space:
If you have any comments you wish to make concerning how the 
seminar might be improved then please write in the space :
THANK YOU FOR YOUR COOPERATION
Please return the completed evaluation to Danny Reid, Psychology 
Services, Shakespeare House, Ashworth Hospital.
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7.4 Evaluation questionnaire used by the two assistants who 
attended the course for the overall evaluation of the course
- 71 -
PSYCHOLOGY ASSISTANTS’ 
’PERSONAL DEVELOPMENT’ COURSE 
EVALUATION:
INSTRUCTIONS :
The purpose of this questionnaire is for you to make an overall 
evaluation of the course.
The agreed aim of the series of seminars was : ’To provide
information and discussion concerning theoretical and practical 
aspects of psychology to further the assistants' professional and 
personal development’.
Please make your evaluation as honestly as possible. Your 
participation is totally voluntary and all information you 
provide is confidential.
Please reply to the following statements by circling the number 
that represents your opinion:
1. Overall how well would you say the course was presented?:
Well presented 9 8 7 6 5 4 3 2 1 Poorly presented
2. How informative would you say the content was?:
Not informative 1 2 3 4 5 6 7 8 9  Was informative
3. How appropriate to the overall needs of psychology assistants
in the hospital would you say the content was?:
Not appropriate 1 2 3 4 5 6 7 8 9 Was appropriate
4. How appropriate to the academic needs of psychology assistants
in the hospital would you say the content was?:
Not appropriate 1 2 3 4 5 6 7 8 9  Was appropriate
5. How appropriate to the patient/client work of psychology 
assistants in the hospital would you say the content was?:
Not appropriate 1 2 3 4 5  6 7 8 9  Was appropriate
6. Overal would you say that the course aims and objectives were 
achieved?:
Were Achieved 9 8 7 6 5 4 3 2 1  Not Achieved
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7. Overall would you say that you were able to understand the 
course content?:
Not understandable 1 2 3 4 5 6 7 8 9 Was understandable
8. Overall how useful were the course handouts?:
Not useful 1 2 3 4 5 6 7  8 9 Was useful
9. Overall how much would you say you learned from the course? :
Learned a lot 9 8 7 6 5 4 3 2 1 Learned little
10. How certain are you of the ratings you have made? :
Not certain 1 2 3 4 5 6 7 8 9  Certain 
OTHER COMMENTS :
If you have comments you wish to make concerning the ratings you 
have made then please write in the space:
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If you have any general comments you wish to make concerning the
course then please write in the space:
If you have any comments you wish to make concerning how the 
course might be improved then please write in the space:
P age 74
Do you think such a course should be provided for future
psychology assistants at the hospital (please tick)? :
Yes
No
If you wish please indicate the reasons behind your decision in 
the box provided:
I am employed at Ashworth Hospital as a (please tick) :
Qualified Clinical 
Psychologist
Psychology Assistant
THANK YOU FOR YOUR COOPERATION
Please return the completed evaluation to Danny Reid, Psychology 
Services, Shakespeare House, Ashworth Hospital.
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7.5 Evaluation questionnaire used by the four assistants who 
did not attend the course and the qualified clinical 
psychologists for the overall evaluation of the course
— 76 —
PSYCHOLOGY ASSISTANTS’ 
’PERSONAL DEVELOPMENT’ COURSE 
EVALUATION:
AUCTIONS :
3 course has been ’piloted1 and we wish to obtain your 
.uation from observation of the course materials. This may be
)ful in determining whether or not a similar course will be
sented to all future psychology assistants at the hospital.
will be given a brief verbal description of the course to 
) you with your responses below.
agreed aim of the series of seminars was: ’To provide
)rmation and discussion concerning theoretical and practical 
sets of psychology to further the assistants’ professional and 
3onal development’.
ise evaluate the course materials (eg. aims/objectives and 
louts, etc.) and the verbal description of how the course was 
>ented as honestly as possible. Your participation is totally 
intary and all information you provide is confidential.
ise reply to the following statements by circling the number
: represents your opinion:
Overall how well would you say the course was presented? :
Well presented 9 8 7 6 5 4 3 2 1  Poorly presented
Sow informative would you say the content was? :
slot informative 1 2 3 4 5 6 7 8 9  Was informative
Sow appropriate to the overall needs of psychology assistants 
In the hospital would you say the content was? :
<Tot appropriate 1 2 3  4 5 6 7  8 9  Was appropriate
Sow appropriate to the academic needs of psychology assistants 
Ln the hospital would you say the content was? :
STot appropriate 1 2 3 4 5  6 7 8 9  Was appropriate
How appropriate to the patient/client work of psychology 
assistants in the hospital would you say the content was? :
STot appropriate 1 2 3 4 5 6 7 8 9  Was appropriate
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If you have any general comments you wish to make concerning the
course then please write in the space:
If you have any comments you wish to make concerning how the 
course might be improved then please write in the space:
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Do you think such a course should be provided for future
psychology assistants at the hospital (please tick)? :
Yes
No
If you wish please indicate the reasons behind your decision in 
the box provided:
I am employed at Ashworth Hospital as a (please tick):
Qualified Clinical 
Psychologist
Psychology Assistant
THANK YOU FOR YOUR COOPERATION
Please return the completed evaluation to Danny Reid, Psychology 
Services, Shakespeare House, Ashworth Hospital.
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7.6 The aims/objectives and lists of handouts for the course
— 81 —
A history of clinical psychology in the UK: The 
implications for the teaching of clinical psychology 
assistants and trainees.
AIMS (General objectives):
(1) To outline the various histories of clinical psychology in the UK.
(ii) To outline and discuss the possible implications for the teaching of clinical psychology 
assistants and trainees.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
( 1 ) Describe the settings in which clinical psychologists typically work.
(2) Describe the implications for a history of psychology as a consequence o f6 no single ... 
definition of clinical psychology’.
(3) Describe the conflict of ‘helping people’ and ‘practising science on them’.
(4) Describe key figures in the historical development of clinical psychology (eg. Witner, 
James, Freud, Jung, Watson, Skinner).
(5) Describe the problems of the ‘received/text-book’ history of psychology.
(6) Describe the various histories of the development of clinical psychology in the UK (eg. 
Pilgrim and Treacher, Newnes and Burton and Kagan).
(7) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
A history of clinical psychology in the United Kingdom: The implications for the teaching of 
clinical psychology assistants and trainees. Daniel Reid.
Lightner Witmer: Little known founder of clinical psychology. Paper by McReynolds.
A reassessment of clinical psychology as an applied science. Paper by Shapiro.
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Legal responsibilities of clinical psychologists: 
Legal issues and ethical dilemmas.
AIMS (General objectives):
To outline the central issues concerning ethical dilemmas for clinical psychologists working 
for patients and/or the legal system.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to :
( 1 ) Describe how the 1983 Mental Health Act applies to psychologists.
(2) Describe why Reid and Bromley (1997) argue that ethical dilemmas are in ‘sharpest focus’ 
in secure settings.
(3) Describe the ‘treatability clause’ for offenders classified as suffering from ‘psychopathic 
disorder’.
(4) Describe the problems faced by clinical psychologists working for the patient and/or the 
legal system.
(5) Describe how psychologists from a number of backgrounds can give psychological 
evidence to courts.
(6) Briefly describe the ways clinical psychologists might ‘morally’ interact with the legal 
system (from Reid and Bromley, 1997).
(7) Briefly describe the problems of predicting ‘dangerousness’.
(8) Briefly describe the problems relating to confidentiality.
(9) Briefly describe the problems relating to working in-multi-disciplinary teams.
(10) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
Legal responsibilities of clinical psychologists: Legal issues and ethical dilemmas. Daniel Reid 
and Eric Bromley (for publication in 1997).
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Psychosocial therapies in a Special Hospital
AIMS (General objectives):
(i) To outline a study of psychologically-based therapies at Ashworth Hospital.
(ii) To outline and discuss the implications of the study.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe what‘psychosocial’ therapy refers to. ^
(2) Describe the need to increase knowledge concerning the extent of delivery (and quality)
of such therapies at Ashworth Hospital. . .
(3) Briefly describe how the Reid, James and Stowell-Smith study concerning psychosocia
therapies was conducted.
(4) Briefly describe the findings of the Reid et al study.
(5) Describe the possible implication of the Reid et al study.
(6) Describe the arguments for and against therapy at Ashworth Hospital.
(6) Briefly describe the implications of the ‘What Works’ debate for the Reid et al findings.
(7) Briefly describe the ‘psychosocial pyramid’ model proposed by Reid et al.
(8) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
Psychosocial therapies in a high security hospital. Daniel Reid, Abigail James and Mark 
Stowell-Smith.
Psychological therapies for adults in the NHS. Statement by the British Psychological Society 
and the Royal College of Psychiatrists.
The effectiveness of psychotherapy. Paper by Seligman.
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Therapist-patient confidentiality in 
high security hospitals (1).
AIMS (General objectives):
(i) To outline key areas concerning confidentiality.
(ii) To outline a model of confidentiality.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe the ‘dictionary’ definition of confidentiality.
(2) Describe problems of confidentiality for psychologists working with patients in secure 
settings.
(3) Describe problems of ‘who is the client’ for psychologists working for patients and the 
legal system.
(4) Briefly describe the different types of confidentiality as outlined by Bromley (1981).
(5) Describe key issues from the confidentiality literature; especially issues surrounding the 
‘TarasofF case.
(6) Describe the ‘duty to protect’.
(7) Describe issues concerning confidentiality and multi-disciplinary team work.
(8) Describe the confidentiality model proposed by Reid and Bromley that considers patient, 
setting and therapist variables.
(9) Briefly describe the importance of confidentiality guidelines for psychologists in secure 
settings.
(10) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
Therapist-patient confidentiality in high security hospitals. Daniel Reid and Eric Bromley.
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Therapist-patient confidentiality in high security 
hospitals (2): The position of the Special Hospitals 
Psychologists Advisory Group (SHPAG).
AIMS (General objectives):
To outline confidentiality guidelines for use in high security hospitals.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1 ) Describe the need for confidentiality guidelines in high security hospitals.
(2) Describe how the guidelines were devised.
(3) Briefly describe the areas the guidelines cover.
(4) Briefly describe the area concerning discussing the limits of confidentiality.
(5) Briefly describe the area concerning minimising intrusions on privacy.
(6) Briefly describe the area concerning maintenance o f records.
(7) Briefly describe the area concerning disclosures.
(8) Briefly describe the area concerning consultations.
(9) Describe the area concerning confidential information in data bases.
(10) Briefly describe the area concerning the use of confidential information for teaching and
other purposes.
(11) Briefly describe the area concerning multidisciplinary working.
(12) Briefly describe the area concerning the ‘duty to protect’.
(13) Briefly describe the areas concerning ‘training and monitoring’ of standards.
(14) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
Therapist-patient confidentiality in high security hospitals: the position of the Special 
Hospitals Psychologists Advisory Group (SHPAG). Daniel Reid and Eric Bromley.
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Is there a relationship between 'mental illness' and 
offending behaviour?
AIMS (General objectives):
(i) To outline research concerning ‘mental illness’ and offending behaviour.
(ii) To discuss the implications of this research.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe the ‘mental illness’ classification in the 1983 Mental Health Act; ie. that it is not 
precisely defined.
(2) Describe the problems o f‘stigmatizing’ the 'mentally ill' (Mullen, 1991).
(3) Describe problems due to observation that criminal behaviour and mental disorder are not 
completely unrelated (Monahan and Steadman, 1983).
(4) Describe the views of the ‘criminological’ and ‘psychiatric’ ‘schools’ (Wessely and Taylor, 
1991).
(5) Describe work from Monahan (1992 and 1993) which seems to indicate that ‘mental 
disorder may be a consistent, albeit modest risk factor for the occurrence of violence .
(6) Describe the evidence from Hodgins (1993) which suggests that certain mental disorders
increase the risk of criminal offending.
(7) Describe Bentall’s (1992) criticism of the traditional psychiatric method of diagnosis and 
the need for psychological treatment of symptoms.
(8) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
Issues concerning the dangerousness and treatability of mentally disordered offenders 
(especially pages 4 to 8). Daniel Reid.
Crime and Mental Disorder. Book chapter by Blackburn.
Dangerousness. Book chapter by Faulk.
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Psychopathic Disorder,
AIMS (General objectives):
(i) To outline research concerning psychopathic disorder.
(ii) To discuss the implications of this research.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe the difficulties in defining ‘psychopathic disorder’ (PD).
(2) Briefly describe how PD is defined in the 1983 Mental Health Act.
(3) Briefly describe research that illustrates the problems of definition of PD (eg. Dell and 
Robertson, 1988; CoUins, 1991, Prins, 1991).
(4) Briefly describe the history of the concept of PD (from Pichot, 1978).
(5) Briefly describe the notion of ‘primary’ and ‘secondary’ psychopaths.
(6) Briefly describe the model proposed by Hodge (1992) linking post traumatic stress
disorder (PSTD) with psychopathy.
(7) Briefly describe the ‘treatability’ debate concerning psychopathy.
(8) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
Issues concerning the dangerousness and treatability of mentally disordered offenders 
(especially pages 8 to 12; distributed at previous session). Daniel Reid.
Psychopathy: A clinical construct whose time has come. Paper by Hare (1996).
P a g e 89
‘Trust’ status at Ashworth Hospital
AIMS: (General objectives):
(i) That participant will be able to describe ‘Trust’ (Community Card) status for patients at
Ashworth Hospital. - _ . _ ,
(ii) That participants will be able to describe the findings of a survey of Community Card
status by Reid and James (1996).
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Briefly describe what‘parole’ means.
(2) Describe what ‘community card’ status at Ashworth Hospital means.
(3) Describe the process of patients applying for a community card.
(4) Describe the work of the Community Card Committee.
(5) Describe some of the basic findings from the Reid and James survey of the community 
card.
(6) Participate in discussion.
HANDOUT(S): Please read the following prior to the next session:
Audit for the Community Card Committee. Abigail James and Daniel Reid.
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Counselling: What are the characteristics of a good 
counsellor/psychologist?
AIMS (General objectives):
(i) That participants will be able to develop their knowledge concerning counselling.
(ii) That participants will be able to demonstrate in role-play some awareness of listening skills 
and non-verbal communication vital in counselling.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Briefly describe what counselling is.
(2) Describe the characteristics of a good counsellor.
(3) Demonstrate an awareness of some of the important findings from research concerning 
counselling.
(4) Describe the importance of listening skills in counselling.
(5) Describe the importance of non-verbal communication in counselling.
(6) Describe how the work of a counsellor might differ from that of a clinical psychologist.
(7) Participate in discussion.
HANDGUT(S): Please read following prior to next session:
Counselling workshop. Daniel Reid.
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Behavioural psychology.
AIMS (General objectives):
That participants will be able to describe:
(i) Behavioural Psychology.
(ii) Classical and Operant Conditioning.
(iii) The work of key Behavioural Psychologists and how this applies to work with 
patients/clients.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe Classical Conditioning.
(2) Describe Operant Conditioning.
(3) Describe the work of Pavlov.
(4) Describe the work of Watson.
(5) Describe the ‘Little Albert’ study and how it has been used as a model of Teamed’ fear.
(6) Describe criticisms of the‘Little Albert’ study.
(7) Describe the work of Skinner.
(8) Describe the application of the ‘Skinner Box’ to experimental psychology.
(9) Describe some of the applications of Classical and Operant Conditioning.
(10) Describe some of the applications of Classical and Operant Conditioning to the problems
of patients/clients.
(11) Participate in ‘programmed-leaming’ exercise.
(12) Participate in discussion of a case where behavioural principles have been used.
(13) Participate in video demonstration of the work of the work of Pavlov, Watson and 
Skinner.
HANDOUT(S): Please read following prior to next session:
Behavioural studies: Classical conditioning and operant conditioning. Daniel Reid.
B.F.Skinner. Obituary by Holland.
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Behavioural pharmacology: its history and
applications to humans.
AIMS (General objectives):
To outline the development of behavioural pharmacology as a scientific discipline. 
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe what behavioural pharmacology is.
(2) Describe the early years: that we now know that some drugs had a placebo effect; that 
most classes of drugs used today were used from earliest times.
(3) Describe how methods of drug administration have widened and the implications.
(4) Describe the developments from 1800-1940 (eg. synthesis of drugs; the advent of the 
hypodermic syringe; the use of animals in research; drug misuse ).
(5) Describe key figures in the development of laboratory-drug-behaviour research (eg. 
Pavlov. Macht, Skinner, Estes and Dews).
(6) Describe events from 1940-1955 (eg. discovery of Chlorpromazine and LSD).
(6) Describe events from 1955 onwards (eg. the impact of chlorpromazine in schizophrenia; 
drug-screening; behavioural testing; drug dépendance; development of a scientific discipline; 
rate-dependency; stimulus properties of drugs).
HANDOUT(S): Please read following prior to next session:
What is behavioural pharmacology? Daniel Reid.
Behavioural pharmacology: A brief history. Paper by Pickens (1977).
The appetitive control of operant responding. Book chapter by Davey.
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Drug-discrimination.
To outline the development of drug-discrimination research and to illustrate its application to 
humans.
AIMS (General objectives):
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe drug-discrimination/drug-drug discrimination.
(2) Describe the term ‘discriminative stimulus’.
(3) Describe Skinner’s description of the stimulus properties of 
drugs.
(4) Describe drug-discrimination and drug-drug discrimination research.
(5) Briefly describe how synapses function.
(6) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
What is drug-discrimination? Daniel Reid.
In vivo discriminative stimulus (cue) properties in rats of Beta-Phenylethylamine. Paper by 
Goudie and Reid.
Qualitative discrimination between cocaine and amphetamine in rats. Paper by Goudie and 
Reid.
Drug-discrimination assays. Paper by Goudie and Leathley (1993).
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The rate-dependency hypothesis.
AIMS (General objectives):
To outline the rate-dependency hypothesis and the pros and cons of its application to humans. 
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe rate-dependency.
(2) Describe the importance of the rate-dependency hypothesis.
(3) Briefly describe some of the subsequent rate-dependency studies since Dews.
(4) Briefly describe how rate-dependency effects are plotted.
(5) Describe how rate-dependency effects can be show both within and between subjects.
(6) Briefly describe the drugs that best demonstrate rate-dependency.
(7) Briefly describe exceptions to rate-dependency.
(8) Briefly describe the rate-constancy hypothesis.
(9) Briefly describe the Lyon-Robbins model of amphetamine actions.
( 10) Describe how the Lyon-Robbins model can be applied to human psychopathology.
(11) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
What is rate-dependency? Daniel Reid.
‘Paradoxical’ effects of psychomotor stimulant drugs in hyperactive children from the standpoint 
of behavioural pharmacology. Paper by Robbins and Sahakian.
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Behavioural models of drug tolerance.
AIMS (General objectives):
To outline behavioural models of drug tolerance particularly emphasising the importance of 
environmental variables involved in drug administration.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe tolerance.
(2) Describe why is there a need for behavioural models of tolerance.
(3) Describe Behaviourally Augmented Tolerance.
(4) Describe the Compensatory Classical Conditioning model of tolerance.
(5) Describe the Operant Conditioning models of tolerance.
(6) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
What is Behavioural Tolerance? Daniel Reid.
Behavioural tolerance to amphetamine and other psychostimulants: The case for considering 
behavioural mechanisms. Paper by Demellweek and Goudie.
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‘Conditioned taste aversion’ and ‘preparedness’.
AIMS (General objectives):
To outline ‘conditioned taste aversion’ and ‘preparedness’; to outline the problems with these 
concepts.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe conditioned taste aversion (CTA).
(2) Describe preparedness.
(3) Describe Seligman’s model of fear acquisition.
(4) Describe Seligman’s support for his model.
(5) Describe Seligman’s conclusions.
(6) Describe criticisms of Seligman’s model, particularly criticisms of Watson and Rayner’s Little 
Albert’ study.
(7) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
What is Conditioned Taste Aversion?: Does it have a role in Seligman’s concept of Preparedness? 
Daniel Reid.
On the generality of the laws of conditioning. Paper by Seligman.
Phobias and preparedness. Paper by Seligman.
Aversive stimulus properties of drugs. Paper by Goudie.
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Animal models of ‘drug abuse’.
AIMS (General objectives):
To outline the proposed animal models of ‘drug abuse’; to outline the difficulties with these 
models.
SPECIFIC OBJECTIVES:
By the end o f the session participants should/will be able to:
(1) Describe the concepts of drug abuse and drug dependence.
(2) Describe what constitutes an animal model of drug abuse/dependence.
(3) Briefly describe the main issues in animal drug self-administration models.
(4) Describe the Schedule-induced Polydipsia (SIP) model of drug abuse.
(5) Describe the Schedule-induced Drug Self-injection (SiSi) model of drug abuse.
(6) Describe the conditioned place preference/aversion (CPP/CPA) model of drug abuse.
(7) Describe the drug discrimination (DD) model of drug abuse.
(8) Describe the Tolerance model of drug abuse.
(9) Describe the Conditioned withdrawal model of drug abuse.
(10) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
What are animal models of drug abuse and dependence? Daniel Reid.
Animal models of drug abuse and dependence. Paper by Goudie.
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Drug misuse at Ashworth Hospital.
AIMS (General objectives):
To describe research concerning drug misuse at Ashworth Hospital.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe the typical questions concerning drug abuse and offending (from Swanson, 1994).
(2) Describe the motivation for the Liebling and McKeown (1994) study of perceptions of drug 
abuse at Ashworth Hospital.
(3) Describe some of the research concerning drug abuse in closed institutions.
(4) Describe Liebling and McKeown’s findings concerning the perceived nature and extent of drug 
abuse at Ashworth Hospital.
(5) Describe Liebling and McKeown’s findings concerning suggestions for an improved 
management strategy concerning drug abuse at Ashworth Hospital.
(6) Describe Liebling and McKeown’s findings concerning the identification of staff training needs 
to deal with the perceived level of drug abuse at Ashworth Hospital.
(7) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
Ashworth Hospital and illicit drug use. Daniel Reid.
Staff perceptions of illicit drag use within a Special Hospital. Paper by Liebling and McKeown.
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Perception
AIMS (General objectives):
Participants will be able to describe:
(i) The ‘active’ process in perception.
(ii) Perception ‘gone wrong’ in relation psychological problems of patients/clients. 
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe the active process in perception from participation in a simple experiment.
(2) Describe from observation o f‘problem’ stimuli the active interpretation of that stimuli.
(3) Describe what ‘Eye-witness Testimony’ (EWT) is.
(4) Describe the proposed three stages in EWT.
(5) Describe some of the EWT research.
(6) Describe how EWT involves the active interpretation of information.
(7) Describe from discussion of a simple experiment how perception can involve prejudice.
(8) Describe dysmorphophobia as body-perception ‘gone wrong’.
(9) Discuss the psychological treatment of dysmorphophobia.
(10) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
Perception. Daniel Reid.
Eye witnesses: Essential but unreliable. Paper by Loftus.
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Cognitive-behavioural Therapy (CBT).
AIMS (General objectives):
To describe the development of CBT, in particular its application to symptoms of'mental illness'. 
SPECIFIC OBJECTIVES:
By the end of the lesson participants should/will be able to:
(1) Describe what CBT is.
(2) Briefly describe the historical development of CBT.
(3) Briefly describe how CBT has been applied to depression and anxiety.
(4) Describe what ‘schizophrenia’ is.
(5) Describe the problems of classification in schizophrenia.
(6) Describe the need for psychological treatment and research into single symptoms of 
schizophrenia.
(7) Describe what an ‘hallucination’ is; also, the problems with this definition.
(8) Describe what a delusion is; also, the problems with this definition.
(9) Describe family work in schizophrenia, especially ‘expressed emotion’ (EE).
( 10) Describe the relationship between stress and schizophrenia.
(11) Describe psychological models o f ‘voices’.
(12) Describe psychological treatments o f ‘voices’.
(13) Describe psychological models of delusions, especially the role of attribution theory.
(14) Describe psychological interventions for delusions.
(15) Describe why schizophrenia is not just a ‘medical’ problem.
(16) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
From research to therapy for positive symptoms of schizophrenia: A critical review. Daniel Reid.
A comparison of the long-term effectiveness of distraction and focusing for the treatment of 
auditory hallucinations. Paper by Haddock, Slade, Bentall, Reid and Faragher.
Handouts and homework exercises for psychological treatment of depression. Daniel Reid.
Cognitive-behavioural assessment. Book chapter by Joan Kirk.
Group cognitive therapy. Daniel Reid.
Cognitive behaviour therapy. Paper by S. Moorey.
Cognitive behaviour therapy of Schizophrenia. Paper by Kingdon, Turkington and John.
Reality testing and auditory hallucinations: A signal testing analysis. Paper by Bentall and Slade.
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Anxiety management.
AIMS (General objectives):
That participants will be able to describe symptoms of anxiety and the psychological treatment 
approaches for patients/clients who suffer from anxiety.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe the history o f anxiety as a clinical problem.
(2) Describe how anxiety might be presented in a patient/client.
(3) Describe how anxiety might be assessed.
(4) Describe how psychological (cognitive-behavioural) methods might be applied to the 
treatment/management of anxiety.
(5) Participate in discussion concerning case examples where psychological methods were used 
to assess/treat anxiety problems.
(6) Participate in video demonstration.
HANDOUTS: Please read following prior to the next session:
Anxiety management. Daniel Reid.
Relaxation and the management of stress and anxiety. Book by Miller.
Anxiety management instructions. Handout by Jones.
Anxiety states. Book chapter by Clark.
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Psychological models of aggression
AIMS (General objectives):
That participants will be able to describe:
(i) The various models of aggression. . ç
(ii) The problems with the models in attempting to understand aggression and the control ot
aggression.
SPECIFIC OBJECTIVES:
By the end of the lesson participants should/will be to:
(1) Describe what aggression is.
(2) Distinguish between ‘instrumental’ and ‘pure’ aggression.
(3) Describe the Cartharsis model of aggression. . .
(4) Describe what the Cartharsis model predicts concerning observed and television violence.
(5) Describe the ethological (later Sociobiological) model of aggression and how it has been
applied to humans.
(6) Describe the Frustration-aggression model of aggression.
(7) Describe the Social-learning theory (SLT) model of aggression.
(8) Describe what the SLT model predicts concerning observed and television violence.
(9) Describe the competing predictions of the Cartharsis and SLT models of aggression.
(10) Briefly describe some of the experimental findings concerning aggression.
(11) Briefly describe some of the strengths and weaknesses of the models presented.
(12) Describe the possible advantages of a single subject approach to the management o 
aggression in individual clients.
HANBOUT(S): Please read following prior to next session:
Psychological models of aggression. Daniel Reid.
Theories of aggression. Book chapter by Mackintosh.
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Group decision making
AIMS (General objectives):
That participants will be able to describe:
(i) The possible processes that take place in group decision making in their work in Ashworth 
Hospital.
(ii) The key psychological research concerning group decision making.
SPECIFIC OBJECTIVES:
By the end o f the session participants should/will be able to:
(1) Describe the problems in Multidisciplinary working (MDW) (from the work of Morrison).
(2) Describe how some of the problems in MDW might be overcome.
(3) Describe work conducted at Ashworth Hospital concerning the perceived influence of the
various professional groups in decisions made in MDW.
(4) Describe what the main problems might be in MDW at Ashworth Hospital and how this might 
be overcome (from their own experiences).
(5) Describe what conformity is.
(6) Describe what obedience is.
(7) Describe some of the work of Milgram concerning obedience.
(8) Describe some of the work of Asch concerning conformity .
(9) Describe some of the criticisms and support for the work o f Milgram and Asch.
(10) Describe how the work of Milgram and Asch might apply to MDW at Ashworth Hospital.
(11) Describe the main recommendations of the Ashworth Hospital Inquiry report; especially 
recommendation 45: that an internal team be set-up to look at the role of the psychologist in the 
MDT at Ashworth.
(12) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
Working in multidisciplinary teams. Daniel Reid.
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Attribution theory and offending behaviour.
AIMS (General objectives):
That participants will be able to describe: (i) The problems involved in the assessment of 
dangerousness and treatability of ‘mentally disordered’ offenders; (ii) The application of 
Attribution Theory to offending behaviour; also its application in a study conducted at Ashworth 
Hospital.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) The key issues in the assessment of dangerousness and treatability of ‘mentally disordered’ 
offenders
(2) Describe important research findings concerning dangerousness in ‘mentally disordered’ 
offenders; especially work by Potier and Monahan.
(3) Describe steps designed to improve clinicians judgements of dangerousness and treatability; 
especially work by Marra et al, Quinsey, Monahan and Heilbrun et al.
(4) Describe the key issues concerning mental illness and ‘mentally disordered’ offenders; 
especially work by Monahan, Wessely and Taylor, and Tidmarsh.
(5) Describe to describe the critique of the traditional psychiatric method of classification (from 
Bentail); also the need to develop psychological therapies for schizophrenic offenders that focus 
on single symptoms (eg. auditory hallucinations).
(6) Describe the key issues concerning Psychopathic Disorder and ‘mentally disordered’ offenders; 
especially the problems with the concept historically (from Pichot) and more recently (from 
Blackburn).
(7) Describe the ‘treatability debate’ concerning psychopathy.
(8) Describe Attribution Theory.
(9) Describe the key figures in the development of Attribution Theory; especially Heider and 
Weiner.
(10) Briefly describe the concepts of intemality and externality.
(11) Briefly describe some ‘every-day’ examples of Attribution Theory.
(12) Describe the work of Saulnier and Perlman and Quinsey and Cyr in extending Attribution 
Theory to offending behaviour.
(13) Describe a study at Ashworth Hospital that applies Attribution Theory to the perception of 
the cause of the index offence in newly-admitted patients.
(14) Describe some of the hypotheses of the Ashworth study.
(15) Describe some of the findings of the Ashworth study.
(16) Describe and discuss some of the implications of the Ashworth study.
(17) Participate in discussion.
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HANDOUT(S): Please read following prior to next session:
The application of attribution theory to perceptions of dangerousness and treatability. Paper by 
Reid and Millard.
Causal attributions for criminal offending and sexual arousal: Comparison of child sex offenders 
with other offenders. Paper by McKay, Chapman and Long.
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Psychology of prejudice.
ÜMS (General objectives):
Chat participants will be able to describe:
i) What prejudice is.
ii) Key psychological research on prejudice.
SPECIFIC OBJECTIVES:
3y the end of the session participants should/will be able to:
1) Describe what prejudice is.
2) Distinguish between prejudice and discrimination.
3) Describe the three components of prejudice.
[4) Describe what a stereotype is.
[5) Describe how prejudice is measured.
;6) Describe the individual level of the origins of prejudice.
7) Describe the societal level of the origins of prejudice.
(8) Describe the work of Adorno concerning ‘Authoritarian Personality’.
(9) Describe criticisms of Adorno’s work.
(10) Describe some of the experimental findings concerning the societal level of prejudice.
(11) Briefly describe the strengths and weaknesses of the research presented concerning the origins
of prejudice.
(12) Describe reverse discrimination.
(13) Describe research concerning the reduction of prejudice, particularly that of Sherif.
(14) Participate in and discuss an experiment concerning prejudice.
(15) Describe situations where ‘prejudice’ may be in operation in the work of a clinical 
psychologist and how this can be addressed.
HANDOUT(S): Please read following prior to next session:
Prejudice. Daniel Reid.
Psychology and prejudice: A historical analysis and integrative framework. Paper by Druitt.
Are British psychiatrists racist? Paper by Lewis, Croft-Jeffries and David.
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Literature and psychology.
AIMS (General objectives):
That participants will be able to describe examples of how literature has illuminated aspects of 
psychology and vice versa; also, the historical implications this may have in clinical psychology.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe how literature can be viewed as an independent or dependent variable.
(2) Describe examples where literature has been illuminated by psychology.
(3) Describe examples where psychology has been illuminated by literature.
(4) Describe how psychology can investigate the aims of literary authors.
(5) Describe how characterisation in fiction can be compared with characterisation in psychological 
case-studies.
(6) Describe how literature can be interpreted using ‘active’ psychological processes.
(7) Describe Jack London’s contribution to the history of psychology.
(8) Participate in discussion.
HANDOUT(S): Please read following prior to next session:
The historical relevance to psychology of the literary works of Jack London (1876-1916). Daniel 
Reid.
Charles Darwin, novelist. Newspaper article by Neve.
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Misrepresentations in psychology.
AIMS (General objectives):
That participants can describe examples where psychology has been ‘misrepresented’; also, the 
possible consequences of these misrepresentations.
SPECIFIC OBJECTIVES:
By the end of the session participants should/will be able to:
(1) Describe misrepresentations in the TQ debate’.
(2) Describe misrepresentations in the history of Behavioural Psychology.
(3) Describe misrepresentations in the history of psychology.
(4) Describe Jung’s seemingly willing association with the Nazis.
(5) Describe the proposed myths about ‘self-help’ books in psychology.
(6) Participate in discussion.
BLANDOUT(S): Please read following prior to next session:
To what extent can differences in IQ scores between individuals be attributed to hereditary? Daniel 
Reid.
Behaviourism, real and imaginary: A reply to Tibbits. Paper by Bentall.
The mythical revolutions of American psychology. Paper by Leahey.
Jung among the Nazis. Book chapter by Masson.
Self-help treatment books and the commercialization of psychotherapy. Paper by Rosen.
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7.7 Examples of handouts used during the course:
Reid, D. and James, A. (1997). Career choices by clinical 
psychologists in secure settings.
and,
Reid, D. and Bromley, E. (1996). Therapist-patient 
confidentiality in high security hospitals: The position of the 
Special Hospitals Psychologists Advisory Group (SHPAG)
- 113 -
CAREER CHOICES BY CLINICAL 
PSYCHOLOGISTS 
IN SECURE SETTINGS
Daniel Reid and Abigail James 
Psychology Services, Ashworth Hospital
This survey was T commissionedT by the Special Hospitals 
Psychologists Advisory Group, which has since been retitled 
the High Security Psychologists Group (HSPG).
Submitted for publication in Clinical Psychology Forum
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Introduction
Thomas and Cook (1995) ,  acknowledging the importance of 
recruitment and retention due to ’the scarcity of qualified 
clinical psychologists’, extended work by Lavender (1993), to 
study job choice in clinical psychology. Lavender proposed 
sixteen factors in job choice in newly qualified clinical 
psychologists; the top five in importance were: 'To work in
the desired speciality’, 'to receive good quality 
supervision', 'geography', 'spine-point' and 'post-
qualification training opportunities'.
Thomas and Cook state that 'an understanding of the 
perceptions that clinical psychologists hold of each 
specialism becomes highly s a l i e n t . They conducted a survey 
of all clinical psychologists in North Wales using a 
questionnaire that included ratings of Lavender's 16 factors. 
These were rated for determining clinical psychologists job 
choice immediately after qualifying and if choosing a job 
'now'. The adult mental health (adult), elderly, child and 
learning difficulties specialisms were rated for the most to 
least therapeutic opportunities, the most to fewest jobs 
available and the most-least attractiveness. The appeal of 
working in a split-post and the enjoyment of present job were
also rated.
Adult was perceived as the most attractive and as having
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the most opportunities to use a variety of therapeutic 
approaches. Learning difficulties was seen as having the most 
vacancies. Child was seen as 'most enjoyable', followed by 
adult, learning difficulties, and, finally elderly. Thomas and 
Cook present the 16 factors in rank order of importance for 
choosing the first job after qualification and for choosing 
job now. The first five for choosing job after qualification 
were: specialism, geography, good career opportunities,
supervision and good experience in department as a trainee; 
whereas, for choosing job 'now': specialism, geography, good 
team of other professionals, spine-point an post-qualification 
training. Specialism was the most important factor in 
determining choice of job and most subjects saw their own 
specialism as most attractive.
Thomas and Cook did not research clinical psychologists 
working with legally detained 'mentally disordered offenders' 
in secure settings. There are four high security hospitals in 
the United Kingdom: Ashworth, Broadmoor and Rampton Hospitals 
(which are termed 'Special Hospitals' and cater for patients 
from England and Wales) and the State Hospital, Carstairs 
(catering for patients from Scotland and Northern Ireland). 
There are also a number of smaller 'regional secure units' 
(RSUs) in England and Wales. The patient population in these 
hospitals and RSUs are termed 'mentally disordered' and have 
usually committed an offence, often one of violence. In 
England and Wales they are detained under the 1983 Mental
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Health Act and in Scotland and Northern Ireland they are 
detained under the Mental Health (Scotland) Act 1984. Clinical 
Psychologists who exclusively work with this patient 
population are generally viewed as working in the 'forensic 
services' specialism.
Clinical psychologists in the forensic services 
specialism are an important group. For example, they are 
perceived as the leaders in assessing the psychological needs 
of patients, in formulating patients' problems within a 
psychological framework, delivering the various psychological 
therapies and supervising other mental health staff in their 
psychological work. Much evidence is accumulating for the 
efficacy of psychological interventions with offenders 
generally and patients with symptoms of 'mental illness' such 
as hallucinations and delusions (see, for example, McGuire, 
1996, Haddock, Slade, Bentall, Reid and Faragher, 1996). 
Patients classified under the term 'psychopathic disorder' 
have to meet a 'treatability' clause for legal detention in a 
secure hospital; it is often the case that psychological 
interventions are the 'treatment' of choice for such patients. 
Clinical psychologists in forensic services, in addition to 
psychological treatment, sometimes serve the legal system; for 
example, to assist decision-makers concerning offenders (see 
Blackburn, 1995: 'What is forensic psychology?'). However,
despite the need for clinical psychologists in forensic 
services, it is often difficult to recruit and retain them as
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highlighted in the Hospital Advisory Service (HAS) report of 
Ashworth Hospital (1995). This reports the shortage of 
clinical psychologists in the hospital and that 'six 
experienced and respected psychologists have left ... on 
promotion, within the last year resulting in serious gaps in 
service provision'.
The purpose of this study is to investigate career 
choices by clinical psychologists working in secure settings 
by adapting and extending the questionnaire used by Thomas and 
Cook.
The questionnaire
Subjects were informed that the purpose was to gather 
information concerning clinical psychologists' decisions to 
work in secure settings, where the patients/offenders are 
legally classified as 'mentally disordered'; also, for the 
purposes of the survey such clinical psychologists are deemed 
to work in the 'forensic services' specialism. Confidentiality 
and anonymity was assured.
Background information was requested (sex, age, years 
worked as a clinical psychologist, years worked with offenders 
and nature of current workplace).
Subjects were asked to respond to items as follows : 
Specialism worked in immediately after qualifying (these were
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services, learning disability were ranked for perceptions of 
provision of most (1) to least (5) opportunities to use a 
variety of therapeutic approaches; for most (1) to least (5) 
jobs; and, from most (1) to least attractive (5). Subjects 
were asked for their preference of specialism if they were to 
get another job 'tomorrow'.
The appeal of a split-post was requested ('yes' or 'no'). When 
this was the case, indications were requested of whether a 
split-post was appealing between specialisms, localities and 
between both specialism and locality. A 5-inch visual analogue 
scale was provided to indicate present job enjoyment from 0 
(as detestable as possible) to 100 (as enjoyable as possible) .
Subjects were asked to indicate if they were considering 
leaving their current employment in the next 12 months ('yes' 
or 'no'); and to provide reasons if this was the case. 
Finally, a 'comments' box was provided.
The Sample
This comprised 99 clinical psychologists working in secure 
settings. A posting list was derived by contacting all known 
secure settings for names of qualified clinical psychologists. 
A postal study was conducted and subjects were able to return 
their questionnaires in a pre-paid addressed envelope; 56
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questionnaires were returned (a 56% return rate).
Results
A demographic analysis, a comparison of subjects working in 
the Special Hospitals (including the State Hospital, 
Carstairs) and the RSUs, and a comparison of those subjects 
considering leaving their current job in the next 12 months 
with those who are not are reported.
1. The demographic analysis:
The 56 subjects comprised 23 males and 33 women. The average 
age was 39.21 years (s.d. = 8.03). The mean number of years 
worked as a clinical psychologist was 10.01 (s.d. = 7.33) and 
the mean number of years working with offenders was 7.80 (s.d. 
= 6.10). 19 subjects worked in special hospitals, 35 in RSUs 
and 2 in 'other1. Approximately half worked in forensic 
services and approximately a third worked in adult immediately 
after qualifying as a clinical psychologist; all the sample 
bar two subjects made their decision to choose their first job 
for 'mainly positive reasons'.
Approximately a third had worked in another specialism; 
most of these moved from this specialism for 'positive' 
reasons. The choice of current (ie. forensic services)
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specialism was in ascending order as follows : During second 
year training (13 subjects) , during third year training (12), 
prior to selection on a training course (9), 'other' (9), at 
undergraduate level (4); no subjects reported having decided 
during first year training (9 subjects did not complete this 
item) . Also, the choice of forensic services specialism was 
influenced by work experience(s) prior to clinical training in 
half the subjects.
Subjects ratings of the importance of factors involved in 
choosing their first job after qualification, their current 
job (if different than first job) and 'future' job are shown 
in Table 1. It can be seen that the first five ratings in 
importance for the choice of the first job are specialism, 
career opportunities, good team of other professionals, good 
experience with department supervisor and good/regular 
supervision. For the current job this is specialism, 
geography, career opportunities, spine point and cohesive 
specialism. For ' future job' this is specialism, spine point, 
geography, career opportunities and cohesive specialism.
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TABLE 1: Ratings of importance of factors in choosing first, 
current and next job
Factor First job 
choice
Current
job
choice
Future
choice
job
Specialism 1.85
(0.93) 1
1.84
(1.12) 1
1.43
(0.68) 1
Good career 
opportunities
2.15
(1.01) 2
2.27
(1.15) 3
2.06
(1.13) 4
Good team of other 
professionals in service
2.28
(1.13) 3
2.42
(1.11) 6
2.27
(2.70) 6
Good experience with 
supervisor in department
2.42
(1.30) 4
3.46
(1.63) 12
3.17
(1.40) 12
Good/regular supervision 2.45
(1.13) 5
3.27
(1.40) 10
2.46
(1.28) 9
Good experience in 
department as trainee
2.54
(1.43) 6
3.80
(1.58) 13
3.95
(1.31) 14
Post-qualification 
training (PQT) 
opportunities
2.55
(0.96) 7
2.94
(1.26) 8
2.38
(1.15) 8
Head of department with 
good reputation
2.65
(1.12) 8
3.00
(1.37) 9
2.35
(1.08) 7
Geography 2.84
(1.14) 9
2.08
(1.30) 2
2.04
(0.96) 3
Cohesive specialism 2.85
(1.13) 10
2.38
(1.07) 5
2.22
(0.95) 5
Research opportunities 2.90
(1.23) 11
2.85
(1.37) 7
2.67
(1.32) 10
Access to regional 
(Post-qualification 
opportunities) PQT
2.98
(1.12) 12
3.33
(1.29) 11
3.00
(1.21) 11
Spine point 3.50
(0.96) 13
2.30
(1.06) 4
1.91
(0.90) 2
Research leading to PhD 3.93
(1.35) 14
3.90
(1.63) 14
3.54
(1.44) 13
Good experience in 
department as assistant
4.25
(1.48) 15
4.37
(1.30) 15
4.43
(1.02) 15
Means and standard deviations are shown; the figures in bold 
indicate importance ranking.
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Adult was ranked in first position for the most opportunities 
for therapy (29 subjects), followed by forensic services (20) 
and child (6) . Learning difficulties was ranked in last 
position for having opportunities for therapy (2 6), followed 
by elderly (16).
Adult was ranked in first position for most jobs (34) , 
followed by learning disabilities (13), forensic services and 
elderly (both 3), and child (1). Forensic services was ranked 
in first position as attractive (43) followed by adult (10) 
and child (3) . Learning difficulties was ranked in last 
position as attractive by (24) followed by elderly (23).
Forensic services would be the chosen specialism for 
another job 1 tomorrow’ by 41 subjects. This was followed by 
adult (7) and child (5). Elderly or learning disability was 
not selected.
A split-post was rated desirable by 25 subjects : Of these 
subjects a split-post between specialisms was appealing to 19; 
a split-post between localities was appealing to 16 and split- 
post between specialism and locality to 11.
The mean rating for enjoyment of present job was 66.14 
(s.d. =23.95). There were 16 subjects considering leaving 
over the next 12 months.
Comments concerning the questionnaire were made by 12 
subjects. These included comments regarding how they either 
liked or disliked their current job, the perceived advantages 
and disadvantages of forensic services in comparison to the
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other specialisms, the importance of clinical psychology 
training in recruiting to the specialism and an interest in 
the survey itself.
2. Comparison of subject working in the special hospitals with 
those working in RSUs:
There was 19 subjects working in special hospitals and 35 
subjects working in RSUs; comparisons were made between these 
two groups. There was only one significant difference: RSU 
subjects rated 'spine-point' more important than special 
hospital subjects in choosing their first job after 
qualification (t = 2.23, df = 45, p = .031).
3. Comparison of subjects considering and not considering 
leaving current job:
16 subjects indicated that they are considering leaving their 
current job over the next 12 months. Comparisons were made 
between this 'leavers' group and the other 40 subjects. The 
significant findings were that 'leavers' in ' choosing next 
job' perceived career opportunities as more important (t = - 
2.44, df = 53, p = .018) and research leading to PHd as more 
important (t = -3.44, df = 44, p =.001). The 'leavers' also 
perceived more jobs and more attractiveness in elderly; and 
less attractiveness in forensic services.
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The 'leavers' mean perception of their enjoyment of 
present job was 43.60 and 75.16 in the Tnon-leavers'; this was 
highly significant (t = -5.54, df = 54, p = .0001). Amongst 
'leavers' reasons for their desire to leave were : To get
promotion, a higher spine point, limited training 
opportunities and professional progression, 'political' 
problems within the current workplace, poor management, little 
opportunity for direct therapeutic work with patients, an 
over-emphasis on assessment, 'overwork' and other professions 
performing 'poor' therapeutic work.
Discussion
As in previous studies, specialism was the most important 
factor in determining choice of job. This finding was upheld 
for choosing a job immediately after qualification, current 
job and future job. Most subjects made their choice of 
specialism during clinical training; also, over half were 
influenced in this decision by experiences prior to entering 
clinical training. Adult was viewed positively, perhaps due to 
its similarity with forensic services; also, over a third of 
the subjects worked in adult immediately after qualification. 
There was agreement between the Special Hospital and RSU 
subjects; the only significant difference was that RSU 
subjects rated 'spine-point' as a more important factor in
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choosing their first job after qualification. However, there 
are some clear differences between subjects considering 
leaving their current job in the next 12 months and the other 
subjects. Most striking is the relatively low current job 
'enjoyment' of the 'leavers’.
If these findings can be generalised into a recruitment 
and retention 'strategy' then the following points seem 
important:
For recruitment: It seems that 'good experience with
supervisor in the department' is important in choosing the 
first job; this suggests the importance of input to clinical 
training courses. Also, newly-qualified clinical psychologists 
seem to have 'selected' forensic services as their desired 
specialism during training. Clearly, it seems that efforts 
should be made by clinical psychologists in post in the 
various forensic services establishments to make these 
individuals aware of vacancies and 'what's on offer'. Perhaps 
this is already taking place, but may need more serious 
attention; for example, the specific assignment of an 
individual already in post of the task of informally meeting 
with 'interested' individuals to outline the 'pros' and 'cons' 
of working in their establishment. This nominated person could 
centre information around the areas which seem to be most 
important. It seems the key questions that might need 
answering are : What are the career opportunities ? Will I be
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working with a good team of other professionals? Will I get 
good and regular supervision? Will I get opportunities for 
further training?
For retention: It seems the 'leavers' career aspirations have 
become 'blocked', perhaps reflected by their low job 
'enjoyment'. Their comments pose complex questions that need 
addressing if retention is to be taken seriously: How can 
promotion opportunities be improved? How can issues concerning 
spine point be resolved? How can training and professional 
development be improved? How can 'political' problems be 
resolved? How can management be improved? How can input to 
patients be best 'weighted' in terms of assessment and 
treatment? How can other disciplines be best involved in 
'psychological' work? How can issues dealing with 'job stress' 
and 'overwork' be best dealt with?
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Introduction
There are four high security hospitals in the United Kingdom. These are Ashworth, 
Broadmoor and Rampton Hospitals (which are termed ‘Special Hospitals’ and cater for 
patients from England and Wales) and the State Hospital, Carstairs (catering for patients from 
Scotland and Northern Ireland). The patient population in these hospitals are termed ‘mentally 
disordered’ and have usually committed an offence; often this is a violent offence. In England 
and Wales they are detained under the 1983 Mental Health Act and in Scotland and Northern 
Ireland they are detained under the Mental Health (Scotland) Act 1984. The Special Hospitals 
Psychologists Advisory Group (SHPAG) is a professional body with a constitution and 
consists of clinical psychology representatives from the Special Hospitals and the State 
Hospital. Amongst the functions of SHPAG is to offer various advice concerning issues 
relating to clinical psychology in the Special Hospitals; it is in this advisory capacity that this 
paper concerning confidentiality is presented.
Confidentiality issues relating to therapists, such as clinical psychologists, in high 
security hospitals are numerous and complex. Reid and Bromley (1996) discuss these issues 
in greater depth than is our purpose here. For example, some of the conceptual aspects of 
confidentiality ‘within helping professional relationships’ are addressed (see also, Bromley, 
1981). Also outlined is the vast confidentiality ‘literature’ and various related issues are 
discussed. These issues concerning confidentiality include the ‘duty to protect’ (see also, 
Monahan, 1993) and working in multidisciplinary situations (see also, Morrison, 1992). Issues 
concerning confidentiality have been regularly discussed at SHPAG executive committee 
meetings. Whilst these meetings appreciated the existence of BPS guidelines contained in the 
Division of Clinical Psychology ‘Professional Practice Guidelines’ (see section 6 which deals 
with confidentiality), it was felt that SHPAG should produce a position paper specifically 
highlighting ‘therapist-patient’ confidentiality in high security hospitals. It was decided that 
this position paper should reflect the existing guidelines, but should also emphasise areas more 
likely to be pertinent to the work of clinical psychologists in high security hospitals. For 
example, it is possibly the case that the ‘duty to protect’ is in sharper focus for clinical 
psychologists in high security hospitals than in other settings. The guidelines below were
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initially presented by Reid and Bromley (1996) and place greater emphasis in this area than 
the BPS Division of Clinical Psychology ‘Professional Practice Guidelines’. Also, an 
additional feature in the SHPAG guidelines presented below which is extremely important to 
clinical psychologists who regularly work with potentially violent patients is that ‘Psychology 
services should designate an experienced clinical psychologist as “risk educator”. The 
responsibilities of the “risk educator” should involve assisting other psychologists in the 
prediction of dangerousness in their patients . Monahan (1993) proposes a risk educator 
as part of good clinical practice in working with potentially dangerous patients. Another area 
likely to be more relevant to high security hospitals than other settings concerns ‘who is the 
client?’: ‘This means that the psychologist should be aware of whether the relationship with 
the patient/offender is clinical (eg. therapeutic) or forensic (eg. a court assessment of 
treatability) or an interaction of these two conditions. The psychologist should make the 
patient/offender as aware as possible of the nature of the relationship and the confidentiality
issues surrounding it’.
Reid and Bromley (1996) also propose a model of confidentiality which considers the
various interactions of patient, situation and therapist variables. Importantly, they present the 
confidentiality guidelines for psychologists (namely clinical psychologists and psychology 
assistants under the supervision of clinical psychologists) working in high security hospitals 
outlined below. These guidelines have been presented to various SHPAG executive meetings 
and to clinical psychologists who work in these hospitals in the United Kingdom; they were 
accepted as the position of SHPAG at its annual general meeting in February 1996. It is our 
purpose to present these guidelines independently of the confidentiality debate outlined by 
Reid and Bromley. It is important that clinical psychologists, regardless of the setting in which 
they work, should have a knowledge of the BPS Division of Clinical Psychology ‘Professional 
Practice Guidelines’ section on confidentiality. However, clinical psychologists working in 
high security settings are arguably in need of additional confidentiality guidelines that are more 
specific to certain situations they might encounter.
P a g e 133
Confidentiality guidelines for use in high security hospitals: the position of the 
Special Hospitals Psychologists Advisory Group (SHPAG)
These guidelines are reproduced from Reid and Bromley (1996). They have been adapted 
from the confidentiality ‘literature’, especially the American Psychological Association 
(1992), the British Psychological Society (1995) and Monahan (1993):
Discussing the limits of confidentiality:
Unless it is not feasible or contraindicated, the discussion of confidentiality should occur at 
the onset of the therapeutic/research relationship or non-therapeutic relationship (for example, 
a court assessment) and thereafter as new circumstances may warrant.
Psychologists should be aware o f‘who is the client’. This means that the psychologist should 
be aware of whether the relationship with the patient/offender is clinical (eg. therapeutic) or 
forensic (eg. a court assessment of treatability) or an interaction of these two conditions. The 
psychologist should make the patient/offender as aware as possible of the nature of the 
relationship and the confidentiality issues surrounding it.
Permission should always be sought for the electronic recording of interviews from 
patients. The purpose of the recording should be made clear to the patient, for example, 
clinical, research or teaching.
Unless it is not feasible or contraindicated, reports and other correspondence written 
by psychologists concerning the patient should be made available to the patient.
Minimising intrusions on privacy:
Psychologists should only include in written and oral reports, consultations, etc. information 
germane to the purpose for which the communication is made.
Psychologists should only discuss material obtained from their work with patients that 
is relevant to appropriate scientific or professional purposes with people clearly concerned
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with such matters.
Psychologists interviews should be considered as ‘private’ and free from interruption 
by other staff. Interview rooms should be adequately soundproofed and patients free from the 
direct observation of other patients.
Maintenance of records:
Psychologists should maintain appropriate confidentiality in creating, storing, accessing, 
transferring, and disposing of records in their care, regardless of the medium used.
Disclosures:
Psychologists should disclose information to relevant others, for example, when:
(a) There is a need to provide a referral to another professional to provide services to the 
patient.
(b) To obtain appropriate consultations.
(c) To protect the patient or others from harm.
(d) To assist decision-making concerning the patient's treatment (eg. in multidisciplinary 
teams, case conferences. Mental Health Review Tribunals, etc.).
Consultations:
Psychologists should seek supervision in their work with clients.
Psychologists should seek advice concerning the prediction of dangerousness in 
potentially violent patients.
Psychologists should seek advice concerning the risk of serious self-harm/suicide in 
patients where this is seen as a risk.
When consultations are sought concerning patients who may be part of a research 
project the psychologist should ensure that the anonymity of the patient is protected.
The information shared in any consultation should only be to the extent necessary to 
achieve the purposes of the consultation.
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Confidential information in databases:
This should always be coded to protect the anonymity of the subjects.
Use of confidential information for teaching and other purposes:
Psychologists should not disclose in their writings, lectures or other public media, confidential, 
personally identifiable information concerning their patients unless written consent has been 
clearly provided by the patients in question.
If patient cases are to be presented in the scientific literature then consent should be 
sought from the patients in question if this is feasible.
When patient cases are presented in the scientific literature psychologists should 
disguise various items of information so that discussion of the work does not cause harm to 
subjects who might otherwise be identifiable.
Psychologists should not engage in dealings with the media concerning their patient 
work, or areas related to their patient work, without seeking advice from relevant others.
Multidisciplinary working:
Psychologists should always work in liaison with other disciplines to promote good 
multidisciplinary team working. In such circumstances there should be a cultivation of mutual 
respect for and between other team members; also, the creation of trust within the team in 
order to enable the appropriate discussion of ‘sensitive’ issues concerning patients.
Psychologists should encourage the training of psychology trainees and newly 
qualified psychologists in aspects of team work; all psychologists should be given the 
opportunity to attend team-work training if they wish.
All psychologists should be open to peer review of their multidisciplinary team work, 
especially issues of therapist-patient confidentiality.
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The ‘duty to protect’:
Psychologists should have a good awareness of issues concerning the prediction of 
dangerousness in patients they work with; this includes the prediction of dangerousness to 
others and the prediction of serious self-harm in patients.
Psychologists should carefully document salient information concerning 
‘dangerousness’ in their patients.
Psychology services should designate an experienced clinical psychologist as ‘risk 
educator’. The responsibilities of the ‘risk educator’ should involve assisting other 
psychologists in the prediction of dangerousness in their patients.
Psychologists should inform appropriate others when they consider patients might 
constitute a danger to themselves or others.
Training and monitoring of standards:
Psychologists should encourage and participate in training of staff in issues concerning 
therapist-patient confidentiality.
Psychologists should devise patient-therapist confidentiality standards and mechanisms
to monitor these standards.
Psychologists should conduct and encourage research projects concerning 
confidentiality issues in order to inform and improve clinical practice.
Psychologists should be involved at every organisational level within their institution
concerning matters involved with patient-therapist confidentiality.
Psychologists should aim to influence the‘definition’ of confidentiality and procedures
surrounding confidentiality in the institutions in which they work; in particular that the 
definition and procedures are professionally acceptable.
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The way forward
It is envisaged that the confidentiality guidelines presented here will assist clinical 
psychologists working in the Special Hospitals in their direct and related work with patients. 
It might be that the guidelines are partly in place and this paper may serve the purpose of 
‘formalising’ good practice. For example, the guidelines proposing that psychologists should 
seek supervision in their patient work and that an experienced clinical psychologist should be 
designated as ‘risk educator’ for other psychologists are steps in this direction.
The usefulness of the confidentiality guidelines presented here needs to be evaluated. 
Their implementation should include some system designed to monitor their use in order to 
address this important issue.
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Is mental disorder a risk factor for violent 
behaviour? A critical review
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Introduction:
There is a popular and legal belief that there is a connection 
between crime and mental disorder. The aim of this critical 
review is to examine whether or not mental disorder is a risk 
factor for violent behaviour.
Prins (1990) and Blackburn (1993) discuss the legal 
implications of individuals who come before courts having 
committed an act of violence : 'When courts do find, on the
evidence that mental disorder has played a significant part in 
the offending, or the offender is obviously ill at the time of 
the hearing, they may make orders under the relevant mental 
health legislation' (Prins, 1990).
There is a belief that crime is becoming 'psychiatrised'; and 
an opposing belief in a 'criminalisation' of the mentally 
disordered. Blackburn (1993) discusses the historical 
development of these two views: 'The courts have long sought
to distinguish the "sane" from the "insane", but it should be 
noted that insanity is a legal concept which has no formal 
psychiatric meaning' . Prins (1991) also points out that what 
would constitute a 'mental disorder' in the past would not 
constitute such a disorder today: for example, homosexuality.
Farrington (1981) argues there may be a 'chance' mix of 
criminal and mental disorder variables in individuals when a 
criminal act occurs; from this it is difficult to state 
categorically that mental disorder causes crime. Also, there 
is no certain measure of crime; this too has changed 
historically and it is generally agreed that the Home Office 
statistics underestimate the true crime prevalence. There is 
an added problem since the Home Office statistics only concern 
mentally disordered offender patients restricted under the 
1983 Mental Health Act; these statistics only deal with this
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group of offenders if they are restricted patients admitted 
to, detained in or discharged from hospitals (Kershaw and 
Renshaw, 1997). Indeed it is difficult to make comparisons 
from 'official' figures for violent offences by mentally 
disordered offenders versus other offenders as the data is not 
easily accessible in a meaningful form. Additionally there is 
no agreed criterion of mental disorder and this clearly means 
problems in research. Indeed it can be argued that 'mental 
disorder' and 'violence' are both abstract and somewhat 
confusing terms.
'Mental disorder' is defined in the 1983 Mental Health Act 
(MHA) as meaning 'mental illness, arrested or incomplete 
development of mind, psychopathic disorder and any other 
disorder or disability of mind; and "mentally disordered" 
shall be construed accordingly'. The bulk of mentally 
disordered offenders legally detained under the act are 
categorised as suffering from either mental illness or 
psychopathic disorder; these two areas are the focus of this 
critical review (Hollin, 1989, Prins, 1990 and 1995, and 
Blackburn, 1993 provide important overviews of the 
relationship between mental disorder and crime generally). The 
proposed relationships with violence of mental illness and 
psychopathic disorder will now be outlined in turn.
Mental illness and violent behaviour:
A number of mentally disordered patients suffer from 
schizophrenia and are labelled 'Mentally 111' (MI) under the 
1983 Mental Health Act. The act does not define MI and a link 
of 'mental illness' and offending behaviour is not required. 
For some cases there is a clear link between MI and offending 
behaviour, but it is often unclear whether schizophrenia and 
the crime were directly linked at all.
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Mullen (1991) discussed the relationship between suffering 
from schizophrenia and an increased propensity to act in a 
criminal, and in particular violent manner. This, he argues, 
is an emotive issue because:
in part to argue for such a connection is to risk 
reawakening in our community the fear of the mad with its 
attendant demands for containment, and in part, because if 
accepted it could indiscriminately stigmatize all those who 
come into contact with the mental health services'.
It is difficult to state whether or not mental illness makes 
crime more likely since only a small number of mentally ill 
offenders actually pass through the courts (see Blackburn, 
1995) . Tidmarsh (1990) points out that incidents (eg. acts of 
aggression or sexual disinhibition) involving hospitalised 
schizophrenics very rarely involve the legal system; similar 
acts in the community would stand a higher likelihood of 
becoming 'criminal' cases. Also, the causes of the offending 
may not be due to 'mental illness' ; for example, a 
schizophrenic may act violently not as a consequence of his 
'schizophrenia' but his underlying 'aggressive personality', 
or because he was provoked for quite a separate reason. 
Consequently, there may be comorbidity of 'mental illness' and 
'personality' variables in such violence, adding great 
difficulty in determining the 'true' cause.
Monahan and Steadman (1983) state that only 5% of the mentally 
ill convicted for crime actually go to prison. This makes it 
difficult to judge the prevalence of mentally disordered 
offenders from studies of prison samples, quite apart from 
attempting to make statements concerning the links between 
mental disorder and crime. Studies show a number of convicted 
individuals do have a mental disorder (Guze, 1976; Gunn, 1977; 
Rabkin, 1979; etc.); of^en this is 'schizophrenia'.
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Wessely and Taylor (1991) propose two. 'schools' are involved 
in viewing the possible relationship between mental illness 
and crime. The- 'criminological' school places the emphasis on 
populations and violence; criminality and mental illness are 
only weakly associated, if at all. However, the 'psychiatric 
school' emphasises individuals and violence; there is a real 
and consistent relationship between mental illness and crime, 
in particular psychosis and violence. -
'EvidenceT for the two schools is provided. For example, for 
the 'criminological school' there is a body of evidence on the 
social factors said to influence the development of offending 
(eg. Robins 1978; West and Farrington 1973; West 1982). 
Farrington (1990) puts forward six independent predictors of 
offending at age 21 years : Economic deprivation; a family
history of criminality; 'parental mishandling'; school 
failure; hyperactivity/attention deficit disorder; and, 
'antisocial childhood behaviour'.
Also, it is argued that there is common ground between 
criminal behaviour in the 'mentally ill' and 'normal' 
populations. Wessely and Taylor (1991) state that the 
variables implicated in 'normals' are equally important in 
determining the risk of reoffending in the 'mentally ill'. For 
example, in the West and Farrington studies conducted in the 
1970s and the 1980s the best predictor of offending was 
previous offending. Statistical analyses of offending 
behaviour by mentally ill offenders have shown a similar 
pattern to 'normal' offending (eg. Steadman, Cocozza and 
Melick, 1978) .
The Steadman and Keveles (1972) 'Baxstrom' studies support the 
criminological view. Johnny Baxstrom successfully challenged 
the legality of his continued detention, an act in which not 
only led to his release^ but also to the abrupt discharge of
-146—
967 other patients detained because of continuing alleged 
dangerousness. A sample of 1 in 5 were followed up (Cocozza 
and Steadman, 1974). The similarity of reoffending risk 
factors to those among 'normals' is clear: these were previous 
violent convictions, juvenile convictions, number of previous 
offences, severity of initial offence, being under 50 years of 
age, etc. Again, in similar study by Thornberry and Jacoby 
(1979) where many offender patients were discharged into the 
community, their recidivism was no different than that of 
offenders (controlled for age, .etc.) released into the 
community. However, there are difficulties with these two 
studies. They both concern reoffending; it could be argued 
that the discharged hospital offenders may have been 'burned- 
out' or had responded to treatment, thereby reducing their 
likelihood to reoffend compared to released prison comparison 
groups.
The most comprehensive and elegant summary of the 
criminological position was given by Monahan and Steadman
(1983):
'There is no consistent evidence that the true prevalence rate 
of criminal behaviour among former mental patients exceeds the 
true prevalence rate of criminal behaviour among the general 
population matched for demographic factors and previous 
criminal history'.
Wessely and Taylor (1991) outline support for the 'psychiatric 
school'. In contrast to the 'criminological school', this 
proposes that the association between mental illness and 
offending occurs more than can be explained by chance, 
although a direct relationship can only partly explain the 
findings. For example, in the area of offending within the 
mental health care system, a retrospective study of 9,000 
mixed admissions showe^ that 10% had been violent before
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admission (Tardiff and Sweillam, 1980). Other studies show 
similar rates of pre-admission violence and report a specific 
association with schizophrenia (Craig, 1982; McNiel, Binder 
and Greenfield, 1988). In a study of first episodes of 
schizophrenia, Johnstone, Crow, Johnson and Macmillan (1986) 
showed that 37% had been violent in the previous month. Also, 
other studies of the mentally ill in hospital settings show 
high rates of serious violence in hospitals (eg. Albee, 1950; 
Ekblom, 1970; Tardiff, 1983, etc.). However, there is a clear 
problem in studies of violence in hospital populations as 
violence is often the reason for admission.
In the community, most follow-up studies of discharges from 
USA mental institutions show an over-representation of 
mentally ill offenders, which in at least one study was 
associated with schizophrenia (Zitrin, Hardesty, Burdock and 
Drossman, 1976). In studies of mental health within samples of 
offenders, Taylor and Gunn (1984) examined the records of 1241 
men (pre-trial) . The prevalence of psychosis was 8.7% (70% of 
this figure were schizophrenic). Other studies have shown an 
over-representation of schizophrenic offenders.
Concerning the nature of the relationship between 
schizophrenia and violent offending, Wessely and Taylor (1991) 
state that at least some of this can be explained by the 
actual content and experience of mental illness; this supports 
the 'psychiatric school' view. They question whether the 
differences between the two schools can be reconciled. For 
example, several studies have found that the presence of 
delusions significantly increased the risk of homicidal 
violence in schizophrenics (Hafner and Bdker, 1973; Benezech, 
Bourgeois and Yesavage, 1980, etc.); they suggest that 
longitudinal cohort studies, using the methodology of criminal 
careers, may allow the two approaches to become combined, and 
lead to conclusions of ^ more practical nature.
Certainly one piece of knowledge currently available 
concerning violent offences among schizophrenic offenders 
having practical implications for their management is from 
Mullen (1988):
'the majority of violent offences occur in established 
schizophrenics who have drifted out of any ongoing care and 
supervision' .
Tidmarsh (1990) poses similar questions to Wessely and Taylor: 
does schizophrenia increase, decrease, or have no effect on 
the risk of a person committing offences?; If there is an 
effect, which offences are involved?; What effects do the 
management and treatment of schizophrenics have on the risk of 
their committing offences? He also looked at specific offences 
in an attempt to see if they were related to schizophrenia. 
For example, McKnight, Mohr, Quinsey and Erochko (1966) found 
that 57% of the hospital population of mentally disordered men 
charged with homicide were schizophrenic and 4% had paranoid 
states. Tidmarsh (1990) points out that in various populations 
of those charged with homicide the representation of 
schizophrenics has ranged from 43% to 70% in studies in 
various countries (eg. Hafner and Bdker, 1973 in Germany; Wong 
and Singer, 1973 in Hong Kong).
Teplin, Abram and McClelland (1994) assessed 728 randomly 
selected prisoners. They found amongst the groups compared in 
a six-year longitudinal study that 'persons with symptoms of 
both hallucinations and delusions had a slightly higher number 
of arrests for violent crime, but not significantly so ... the 
findings do not support the stereotype that mentally ill 
criminals invariably commit crime after they are released'. 
This finding contrasts with an earlier finding by Teplin
(1984) which found that for similar offences mentally ill 
offenders had a greater chance of being arrested than non-
)
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mentally ill offenders.
Monahan (1992 and 1993) presents data concerning mental 
illness and mentally disordered offenders which indicates that 
'mental disorder may be a consistent, albeit modest, risk 
factor for the occurrence of violence'. He goes on to state :
'The data that have recently become available, fairly read, 
suggest the one conclusion I did not want to reach: Whether 
the measure is the prevalence of violence among the disordered 
or the prevalence of disorder among the violent, whether the 
sample is people who are selected for treatment as inmates or 
patients in institutions or people randomly chosen from the 
open community, and no matter how many social and demographic 
factors are statistically taken into account, there appears to 
be a relationship between mental disorder and violent 
behaviour. Mental disorder may be a robust and significant 
risk factor for the occurrence of violence, as an increasing 
number of clinical researchers in recent years have averred'.
Hodgins (1993) reviews a number of studies of mentally 
disordered offenders; she states that they suggest certain 
mental disorders increase the risk of criminal offending and 
of violence among both men and women. She argues that the 
studies 'provide good evidence that persons with, or persons 
who will develop, major mental disorders are at increased risk 
for committing a crime and for committing a violent crime'.
Since 1988 in North America the MacArthur Foundation has 
funded important research in the area of violence and mental 
disorder. Dominant figures in this work include Monahan and 
Steadman. The aims of the research includes attempts to 
improve clinicians' ability to assess risk. Key work has been 
undertaken; however, not all findings are in the public 
domain. However, Monahan (1997) has summarised preliminary
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findings pertinent to this critical review:
(i) Substance abuse may significantly increase violence in 
some mentally disordered individuals (see also Swanson, Borum, 
Swartz and Monahan, 1996).
(ii) Schizophrenics are l e s s  violent than controls.
(ill) Psychopathy (as measured by a screening version of the 
Hare Psychopathy Check List-Revised (PCL-R)) is highly 
correlated with future violence.
(iv) Comorbidity of symptomatology seems to be important in 
schizophrenics who are violent. It seems their scores on the 
PCL-R are more related to future violence than measures of 
'mental illness'.
(v) 'Threat control override symptoms' are important: three 
symptoms, feeling that others wished one harm, that one's mind 
was dominated by forces beyond one's control, and that others' 
thoughts were being put into one's head seem associated with 
violent behaviour. For example, (Link and Stueve, 1994) found 
that 60% of those who scored highest on measures of these 
symptoms got into fights, regardless of whether or not they 
had been hospitalised.
(vi) Anger is an important predictor of future violence.
Clearly the MacArthur research is extremely important; 
however, there may be problems in generalising the eventual 
research findings to risk assessment in British mentally 
disordered offenders due to cultural differences in offending. 
One clear example is that guns are not as available in 
Britain.
It seems somewhat odd that although much has been written 
concerning the proposed links between 'mental illness' and 
violence there is little concerning the psychological 
treatment of 'violent schizophrenics'. It is known from the 
'What Works' literature^ that cognitive-behavioural therapy
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(CBT) can reduce recidivism in offenders generally (see, for 
example, McGuire, 1996). There is also increasing evidence 
that symptoms of schizophrenia such as hallucinations and 
delusions can be treated by psychological interventions, 
especially CBT (see, Fowler, Garety and Kuipers, 1995, Haddock 
and Slade (eds),1996 and Haddock, Slade, Bentall, Reid and 
Faragher, 1998) .
It is generally accepted that schizophrenics suffering from 
persecutory delusions are more likely to be a danger to 
others; however, even this may represent a small number 
amongst this sub-group. Consequently it appears that there is 
a need to test in a systematic manner the application of CBT 
to treat their delusions. To date there has only been a small 
number of controlled CBT trials to treat delusions (see 
Chadwick and Lowe, 1990, and Garety, Kuipers, Fowler, 
Chamberlain and Dunn, 1994) . These have not been specifically 
focused at 'offender' deluded patients, but have reported 
success in treating delusional beliefs.
Importantly, in a number of recent papers Bentall, Kinderman 
and others have applied attribution theory to patients 
suffering from persecutory delusions (for example, Bentall and 
Kaney, 1989, Bentall, Kaney and Dewey, 1991, Kaney and 
Bentall, 1992, Kinderman, 1994, Kinderman and Bentall, 1996a 
and 1996b, Kinderman, Kaney, Morley and Bentall, 1992, and 
Lyon, Kaney and Bentall, 1994). Simply stated attribution 
theory investigates how individuals perceive the cause of 
events (see Heider, 1958; Harris and Harvey, 1981; Weiner, 
1983; Saulnier and Perlman 1981a and 1981b; Russell, 1982; 
Quinsey and Cyr, 1986; Reid and Millard, 1997). In sum the 
Bentall and Kinderman work tends to support the hypotheses 
that patients with persecutory delusions tend to blame other 
people or circumstances if something goes wrong and credit 
themselves if something^goes right; also, depending upon the
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type of judgement they may respond in a similar manner to 
depressed patients. These are important findings since they 
can be useful in devising the focus of the CBT. For example, 
Bentall, Kinderman and Kaney (1994) argue that deluded 
patients may 'construct their persecutory hypotheses in order 
to avoid awareness of the discrepancies between how they 
perceive themselves to be and how they would like to be'. This 
clearly suggests that a focus in therapy should be on 
increasing self-esteem. CBT for delusions in tandem with anti­
psychotic medication may be an important step forward in 
reducing any possible future violence in patients who suffer 
from persecutory delusions.
In sum, violence and mental illness g e n e r a l l y  are not 
completely unrelated; it is very difficult to present a firm 
relationship. However, mental health- professionals generally 
agree that some schizophrenics are at risk for violence. 
Despite this, it is probably not sufficient for psychotic 
patients to have their violence 'explained' as being due 
simply to their 'delusions'; it is probably an interaction of 
various variables such as 'in the person variables' and 
'situational variables'. Also, there is sound argument that 
CBT might be useful in treating symptoms and, if there is a 
relationship with those symptoms and violence, the propensity 
to be violent.
Psychopathic Disorder (PD) and violent behaviour:
As indicated preliminary data from the MacArthur research 
suggests that 'psychopathy' might be more important in future 
offending rather than symptoms of schizophrenia. It is a 
common belief that 'psychopaths' are aggressive and this 
finding might appear 'circular'; however, Blackburn (1975) 
found four personality patterns in patients detained under the 
legal classification of 'psychopathic disorder' . Two patterns
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(controlled and inhibited) were rated as typically 
unaggressive. It is known that definitions of disorder used 
by the law are often only distantly related to the real nature 
of the clinical syndromes they are designed to encompass; a 
good example of this is Psychopathic Disorder (PD). The 1983 
Mental Health Act criteria concerning PD are legal and not 
medical or psychological; PD is defined as 'a persistent 
disorder or disability of mind (whether or not including 
significant impairment of intelligence) which results in 
abnormally aggressive or seriously irresponsible conduct on 
the part of the person concerned'.
There are other definitions : McCord and McCord (1964) describe 
a psychopath as 'an asocial, aggressive, highly impulsive 
person, who feels little or no guilt, and is unable to form 
lasting bonds of affection with other human beings'. Hare 
(1996) describes psychopathy as 'a socially devastating 
disorder defined by a constellation of affective, 
interpersonal, and behavioural characteristics, including 
egocentricity: impulsivity; irresponsibility; shallow
emotions; lack of empathy, guilt, or remorse; and the 
persistent violation of social norms and expectations'. He 
further states 'it is primarily the violence of psychopaths 
that captures the headlines, particularly when it ends in an 
apparently senseless death ... the ease with which psychopaths 
engage in instrumental and dispassionate violence ... has very 
real significance for society in general and law enforcement 
personnel in particular'.
A current use of the term might be to label people whose 
antisocial acts are not readily understandable ; these 
individuals are likely to be of lower social class (Levenson, 
1992) . However there is much confusion over the concept, even 
by clinicians who work in the forensic field. Prins (1991) 
found that most are ambivalent about the use of the term, but
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States :
'if one "did away" with the descriptive title of psychopathic 
disorder we would surely have to invent another one !'
MacCulloch and Bailey (1992) comment on the hospitalisation of 
'psychopaths' (PDs) in the forensic (mainly Special Hospital) 
system. Although the bulk of PDs serve a prison sentence 
following their index offence, there is a small number who are
} seen as treatable and are detained in one of the English 
Special Hospitals for 'treatment'. They may gain direct entry 
to the Special Hospital system, rather than serve a prison 
sentence, or they may gain entry following a 'deterioration' 
in their mental state whilst in prison.
Dell and Robertson (1988) researched PDs detained at a Special 
Hospital (Broadmoor). Although they reported considerable 
variation amongst the consultants about which offenders should 
come to Broadmoor there was general agreement that the 
admitted PDs were 'susceptible to medical treatment' . However, 
they also state there was a 'lack of medical confidence in 
 ^ their treatability' . Also, Collins (1991) argues that
selection of PDs for admission to hospital and compulsory 
treatment is arbitrary; comparison of 'treatable' (ie. 
admitted to hospital) and 'non-treatable' (ie. placed in 
prison) PDs failed to provide real differences between the two 
groups.
History of the psychopathy concept :
ï
The term 'psychopathic personality' was first used in 
nineteenth century German psychiatry. It's literal meaning is 
'psychologically damaged' (Blackburn, 1988).
The concept has long been contentious; for example, Robins
)
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(1967) states that :
'The acute question confronting psychiatry with regard to the 
classification of antisocial reaction is the establishment of 
valid common denominators to define this syndrome 
(psychopathy), in such a fashion as to clear away the many 
confusing philosophical, moral and clinical issues that have 
grown up during the 130 years since its description by 
Pritchard (1835). Even Pritchard’s original description of 
"moral insanity" contained many different entities. In the 
succeeding years, attempts have been made to describe this 
condition more,precisely. Contrasting with this tendency has 
been one to extend the limits of its description, making it 
less precise and more difficult to deal with as a scientific 
issue. Resulting at least in part from this latter tendency, 
the use of the term "psychopathic personality" became a 
psychiatric wastebasket for a heterogenous collection of 
illnesses with etiologies which were not known and with 
clinical pictures that differed in essential elements'.
Pichot (1978) describes three historical developments 
('models') of the psychopathy concept :
(i) ' M o r a l  i n s a n i t y ' :  of French origin, but finding its
expression in British psychiatry; psychopathy as social 
deviance (eg. Pinel, 1809; Esquirol, 1838; Pritchard, 1835).
(ii) ' F r a g i l i t y '  of personality: expressed in French 
psychiatry; psychopathy as personal deviance (eg. Morel, 1857; 
Magnan, 1893).
(ill) ' P s y c h o p a t h i c  i n f e r i o r i t i e s '  : expressed in German
psychiatry; psychopathy as a ’constitutional inferiority’ (eg. 
Koch, 1891; Schneider, 1923/1950) .
Briefly, the historical development of the term 'psychopath' 
deals mainly with opposing concepts that focus on social
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deviance (ie. social maladjustment) and personal deviance (ie. 
personality traits). This debate still continues today.
More recent models of psychopathy:
Blackburn (1988) points out that several hybrid concepts of 
personality, mainly of American origin, have emerged that 
denote a specific type of deviant personality. For example, 
Karpman (1948) analysed the concept from a psychodynamic 
perspective and using this framework argued that Schneider's 
(1923/1950) psychopaths were an heterogeneous group having in 
common a record of antisocial behaviour. He proposed from this 
. that Schneider's psychopaths do not warrant classification, 
since their antisocial behaviour is secondary or symptomatic 
of neurosis or psychosis. He went on to assert that there is 
a small group of primary or idiopathic psychopaths who are all 
antisocial and are characterised by a constitutional 
incapacity to develop a conscience; these were 'true' 
psychopaths (Karpman's original term was 'anethopath'). He 
asserted that these 'true' psychopaths are the only form of 
abnormal personality distinguishable from psychosis. According 
to Blackburn (1988) the primary-secondary distinction is the 
result of Karpman's refusal to recognise personality disorders 
as a separate group. Lykken (1957) divided 'sociopaths' into 
primary-secondary subgroups on the basis of differences in 
trait anxiety level. Also Blackburn (1975; 1986) found that 
the distinction of primary and secondary psychopaths was 
empirically justified; in an antisocial population impulsive 
and aggressive subjects fell into two groups : the non-anxious 
and the anxious. Blackburn labelled these groups primary and 
secondary psychopaths and found these to be homogeneous 
categories. The primary (non-anxious) group were less troubled 
by emotional problems and represent Karpman's 'true 
psychopaths' . The secondary psychopaths were characterised by 
deviant traits rather than neurotic symptoms. Blackburn argued
-157-
that the two groups represent distinct types of deviant 
personality and this, therefore, contradicts Karpman's 
proposition that only one group is associated with antisocial
behaviour.
Cleckley (197 6) criticised the early typologies. He argued 
that most personality disorders can be relegated to neurosis 
or psychosis; also that his conception of psychopathy is a 
distinct clinical entity. He also proposed that psychopathy 
should not be equated with criminality, delinquency, sexual 
'deviation', hedonism or alcoholism. In his description of 
psychopathic personalities some of the major characteristics 
that emerge include : 'Superficial charm and good
intelligence'; 'Absence of delusions and other signs of 
irrational thinking' ; 'Lack of remorse or shame' ; and, 
'Pathological egocentricity'.
Hare (1980) developed the 'Psychopathy Check List' (PCL) which 
includes several of Cleckley’s criteria and items of social 
deviance; he found evidence that a general factor of a lack of 
interpersonal warmth runs through Cleckley's criteria. 
However, Blackburn and Maybury (1985) found that when 
personality deviation is assessed Cleckley's criteria fell 
into two clusters: the 'impulsive and aggressive' and the
'socially withdrawn'. It was found that both clusters 
exhibited a lack of interpersonal warmth. Blackburn (1988) 
argues that Cleckley's criteria do not describe an homogeneous 
population and that the clinical entity is broader than 
antisocial personality disorder.
Blackburn (1988) argues that amongst those categorised as 
psychopaths by the PCL, some would be personally deviant, some 
would be socially deviant and some would be both. He states 
that most definitions contain elements of both personality 
traits (eg. 'impulsivity') and social deviance (eg. 'juvenile
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delinquency').
Recently, Hare (1996) argues that use of the Revised 
Psychopathy Check List (PCL-R) has led to a 'sharp increase in 
theoretically meaningful and replicable research findings .. . 
the construct of psychopathy is proving to be particularly 
useful in the criminal justice system, where it has important 
implications for sentencing . . . and treatment options for the 
assessment of risk for recidivism and violence'.
Hodge (1992) proposes a relationship between psychopathy and 
Post Traumatic Stress Disorder (PTSD) putting forward evidence 
that psychopaths share commonalities with victims of PTSD (eg. 
Vietnam Veteran studies). He also presents evidence that links 
physical and sexual abuse during childhood with both childhood 
aggression (Goodwin, 1988) and adult aggression (Kellert and 
Felthous, 1985. He points out that Robins (1966) found the 
best predictor of psychopathy in adulthood was childhood 
antisocial behaviour. Hodge states that childhood abuse is 
said to be a link between PTSD and Psychopathic Disorder; 
also, Roth (1990) points out that many psychopathically 
disordered individuals have backgrounds characterised by 
separation, parental strife and neglect. Cold (1991) comments 
on the high levels of child abuse and deprivation in the 
personal histories of psychopaths. Addiction to criminal 
behaviour is suggested as the common element in some crimes 
committed by psychopaths (eg. housebreaking, joyriding, sex 
offending) in that it is committed to achieve an experience 
rather than for the more 'usual' motives such as financial 
gain or revenge (Gresswell, 1991) . Hodge points out that much 
research supports the view that psychopaths are more violent 
than nonpsychopaths and poses three questions which a model of 
psychopathy must address :
(i) What circumstances c^an lead to repeated aggression and
violence?
(ii) What factors might maintain this aggression and violence?
(iii) What interventions might be successful?
Treatment of Psychopathy:
If PDs are to be admitted to hospital for treatment then the 
1983 MHA states that they must be 'treatable' . However, there 
has been a history of pessimism concerning the treatability of 
p s y c h o p a t h y .  For-example. Hare (1972) states that:
'The traditional psychological and biological therapeutic 
techniques have proved to be almost totally ineffective in the 
modification of psychopathic behaviour —  the psychopath 
neither suffers from personal distress nor sees anything wrong 
with his behaviour, and he is therefore not motivated to 
change ... his way of life can be very rewarding ... being 
periodically punished, usually well after the act does little 
to offset the immediate gratification obtained ... his 
behaviour is well established, and from his own egocentric 
point of view, quite sensible'.
Blackburn (1990) outlines the controversy concerning 
treatability of psychopathic offenders. The issue is 
contentious and exposes the law and medicine as uncomfortable 
bed-fellows; the law has accepted the medical view that 
antisocial behaviour may result from a form of psychological 
abnormality distinct from mental illness, and that it might be 
appropriate to divert psychopathic offenders to the mental 
health system for treatment, rather than punish them. However, 
many psychiatrists take a pessimistic view concerning the 
treatability of psychopathy. Blackburn quotes Cleckley (197 6) :
'Our record does not indicate that we have been even
moderately successful in our efforts to cure ordinary
)
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criminals. It is even less impressive in our efforts with the 
typical psychopath'.
Martinson (1974) argued that rehabilitation programmes for 
antisocial individuals were largely unsuccessful in reducing 
recividism; the right-wing politicians had plenty of 
ammunition that punishment and not treatment was the best 
option. Liberals argued that if treatment is ineffective then 
these individuals should not receive a possibly longer stay in 
a mental facility than a prison sentence. Grounds (1987) 
criticises the detention of 'psychopathic disorder patients in 
Special Hospitals' arguing that:
(i) There is no effective treatment for psychopathy.
(ii) The criteria required for treatability by the Mental
Health Act are lacking.
(iii) Psychological change which might be achieved does not 
necessarily mean a reduced risk of offending.
(iv) It is inappropriate for psychiatrists (and presumably 
psychologists) to act as both therapist and custodian.
(v) Indeterminate hospital orders for psychopathic disorders
should be abolished.
(vi) 'Treatable' psychopaths should be transferred from prison 
to hospital in the course of a determinate penal sentence.
Blackburn (1990) states that PD patients are not an 
homogeneous group as assumed by a number of writers; also 
although there are many case reports there has been little 
investigation of treatment effects in terms of personality 
change or reduced recidivism. MacCulloch and Bailey (1992) 
found that Special Hospital PDs were more likely to exhibit 
recidivism over a given time period after discharge than other 
groups of discharged Special Hospital patients. Added to this 
are the problems that specific categories of psychopathic 
disorders have not been adequately distinguished and often in
)
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studies personality disorder is used interchangeably with PD. 
Blackburn (1990) also states that:
'Professionals who work with offenders ... face a number of 
ethical issues arising from the fact that their usual primary 
commitment to the client is compromised by sometimes competing 
commitments to the state'.
So-called psychopaths often suffer a number of symptoms of 
illness which may require attention (eg. anxiety, depression, 
transient psychotic states, etc.). However, arguably, 
personality disorder is not an illness and personal change 
rather than 'cure' should be the intervention; typically this 
involves interventions of individual counselling, group 
psychotherapy, social skills training, anger management 
training and forms of contingency management.
Although Martinson was originally critical of outcome studies 
in the area of psychological treatment of offenders he revised 
his earlier conclusions (Martinson, 1979). There have been 
reviews which show that well-controlled interventions with 
clear criteria (eg. well defined pre and post intervention 
measures; clearly stated aims of intervention, etc.) 
contradict the claim of those such as Martinson that attempts 
to rehabilitate offenders have not achieved demonstrable 
success. Gendreau. and Ross (1979) found that 86% of 95 
treatment projects for antisocial populations reported in the 
late 1970s could claim some success in meeting rehabilitation 
goals. However, Quay (1977) points out that many programmes 
fail because they do not carry out what they claim they are 
doing in terms of therapeutic procedure; in this sense they 
are 'bound to fail'. Levine and Bornstein (1972) could only 
identify ten studies out of three hundred reported where 
methodological requirements were above satisfactory:
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(i) Homogeneous samples.
(ii) Untreated controls.
(iii) Follow-up measures.
(iv) Specific outcome criteria.
They concluded that some optimism is warranted, since eight 
out of these ten studies described significant treatment
effects.
Suedfeld and Landon (1978) point out that in major works on 
psychopathy very little is devoted to treatment as it is 
assumed that 'effective treatment has not been found' (ie. 7 
out of 446 pages by Cleckley, 1976 and 8 out of 118 pages by 
Hare, 1970). Interestingly Rice (1997) reports that a 
'therapeutic community' treatment for psychopaths in Canada 
actually increased their future violence. She explains that 
this finding does not mean that work with psychopaths should 
be abandoned, rather new approaches based on latest research 
should be tried. If recent psychological treatments with 
offenders generally are viewed then, the current evidence 
concerning offender treatment effectiveness mainly comes from 
meta-analysis (eg. Losel and Kdferl, 1989) and single-case 
studies (eg. Bistline and Freiden, 1984; Daniel, 1987). At the 
present time it might be that some PDs do respond to well- 
controlled and well-delivered cognitive-behavioural 
interventions/ where their thoughts, behaviour and feelings 
concerning their anti-social behaviour are addressed; more 
work is needed to support this view. However, the selection of 
psychopaths for hospital treatment or incarceration in prison 
is probably arbitrary; although there is some optimism, there 
is a need to generate more evidence for the effectiveness of 
treatment. There is a need to define which PDs are likely to 
benefit as psychopathic disorder is not an homogeneous concept
(Blackburn, 1988).
-163-
Predictions of dangerousness in mentally disordered offenders :
Reid and Millard (1997) point out the problems faced by 
clinicians concerning the assessment of dangerousness and 
treatability in mentally disordered offenders. For example, 
the 'controversy' concerning the psychopathy concept and its 
usefulness and the problems concerning mental illness and the 
link it may or may not have with violence. Importantly, they 
point out that various research seems to demonstrate that 
clinicians are poor at predicting dangerousness (eg. Steadman, 
1983, Morse, 1983, Crawford, 1984, etc.), whereas more recent 
research, whilst emphasising the limitations, points towards 
steps to improve prediction (eg. Marra, Konzelman and Giles, 
1987, Lidz, Mulvey and Gardner, 1993). (
Clinicians who work with offender patients clearly need to be 
aware of 'static' variables involved in re-offending (eg. sex, 
age, etc.); also, 'dynamic' variables that are open to change 
(eg. anger: see for example, Novaco, 1997). The Violence
Prediction Scheme (Webster, Harris, Rice, Cornier and Quinsey, 
1994) helps to 'organise' clinical judgement when assessing 
future violence. Its efficacy is currently being evaluated.
Summary and Conclusion:
The links between mental disorder and violent behaviour are 
not clear. It seems that certain individuals suffering from 
mental illness may have an increased likelihood to be violent. 
There may be a small, but significant number of such 
individuals and this needs to be emphasised to avoid further 
stigmatising the mentally ill. CBT for offender patients with 
persecutory delusions may be useful in treating any links 
between the patients symptoms and violence (if these links
exist).
)
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Introduction :
Positive symptoms of schizophrenia include auditory and visual 
hallucinations and delusions, although such symptoms may not 
always be due to 'schizophrenia'. Simply stated 'hallucination' 
refers to a perceptual 'disorder' in which the subject 
apparently perceives events in the absence of a stimulus; 
'delusion' refers to a belief held with absolute conviction, 
which cannot be modified by rational argument when there is 
contrary evidence. Both these definitions are not without their 
problems (see for example, Garety, 1985, who argues there is no 
universal definition for a delusion). Also, as will be outlined 
here cognitive-behavioural therapy (CBT) has had some success in 
modifying delusions. CBT systematically addresses patients' 
thoughts, beliefs, feelings and behaviour (see, for example, 
Hawton, Salkovskis, Kirk and Clark (Eds.)/ 1989).
Bentall (1996) points out that, despite many advocating the use 
of CBT interventions for these symptoms, schizophrenia still 
continues to be viewed as a medical/biological domain. He cites 
the extreme 'medical-model' view of Andreason (1984) who 'in a 
popular account of the biological approach in psychiatry 
entitled T h e  B r o k e n  B r a i n ,  looks forward to a time when the 
average psychiatric interview will be fifteen minutes in 
duration, when the starting point for psychiatric interventions 
will always be a diagnosis agreed according to operational 
criteria such as those given in the American Psychiatric 
Association's Diagnostic and Statistical Manual (APA, 1987), and 
in which the most frequent used forms of psychiatric treatment 
will be those which involve adjusting the relative balance of 
different kinds of neurotransmitters in the brain by means of 
sophisticated medications' . Also, Guze (1989) contends that
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'there can be no such thing as a psychiatry which is too 
biological'. Bentall argues that such biological psychiatrists 
view neurochemistry and molecular genetics as providers of 
'vital background knowledge necessary for modern psychiatric 
practice'; whereas psychology has a marginal role.
The aim of this review is to outline the following: the problems 
with diagnosis and classification in schizophrenia; the impact 
of social factors; research into auditory hallucinations and 
delusions and psychological (mainly CBT) interventions for these 
symptoms.
Problems with diagnosis and classification:
It has been argued that the problems with diagnosis and 
classification are clearly exemplified in schizophrenia (eg. 
Bentall, Jackson and Pilgrim, 1988; Bentall, 1992a, 1992b and
1996; Boyle, 1990) . Firstly, for any diagnostic classification 
to be scientifically useful it must be both reliable and valid.
Diagnosis is based on the presence of certain symptoms that 
constitute a syndrome. In schizophrenia there is^  much confusion 
as to what constitutes the syndrome (see Boyle, 1990) and this 
creates clear classification problems. For classification to be 
viable it would be reasonable for the following to be met:
(i) A clear, agreed definition of symptoms ; namely what 
schizophrenia is.
(ii) Schizophrenia should be reliably diagnosable.
(iii) 'Schizophrenics' should form an homogenous group; there 
should be something specific about all 'schizophrenics'.
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However, the schizophrenia concept in research clearly shows the 
problems of diagnosis and classification; the following 
summarises points made by various writers such as Boyle (1990):
(i) The definition of schizophrenia is not agreed; both 
'illness' and 'personality' variables are used to describe it. 
This gives different implications : for example, can a 
'schizophrenic' person recover or just remit?
(ii) There are differing diagnostic emphases in schizophrenia 
with different symptoms seen as necessary for diagnosis. For 
example, Schneider (1959) places the emphasis in diagnosis on 
perceptual disorder; whereas, for Bleuler (1919/1950) this is 
more on disordered thought/speech.
(iii) The diagnostic reliability of schizophrenia is poor. For 
example, disagreements amongst clinicians about who is 
schizophrenic have been replaced by 'a babble of precise but 
differing formulations of the same concept' (Brockington, 
Kendell and Leff, 1978).
(iii) There is a lack of group homogeneity in schizophrenia. It 
seems clear that there is no reliability in categorising 
subjects as 'schizophrenic' and 'non-schizophrenic'. 
Schizophrenia is a disjunctive concept; for example, it is 
possible to have two individuals categorised as 'schizophrenic', 
but with completely different symptoms. Also, the pattern of 
symptoms and 'disease severity' are often not discussed in 
studies. In factor analytic studies which attempt to show 
symptom clusters there is the problem that findings might merely 
reflect an artifact of the selection process. Generally, 
research has failed to show 'symptom clusters' (eg. Blashfield, 
1984).
In order to move away from the conceptual problems outlined 
above there is a clear need for single symptom research in
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schizophrenia and a focus on single symptoms in psychologically- 
based treatments. Slade and Cooper (1979) introduced the 
'mathematical/statistical' problem by arguing that symptoms in 
schizophrenia co-occur only as often as if by random 
distribution and by chance. The implications of this are that if 
there is a random distribution then schizophrenia cannot be 
diagnosed on a symptom basis as an independent variable and 
dependent variable in research; this would therefore lead to 
contradictory findings, as is the case. The logical conclusion 
of Slade and Cooper's argument is that research should be 
conducted j u s t  on individual (single) symptoms.
Stress and schizophrenia:
Psychologists must be aware in any treatment strategies of the 
'causes' or 'setting conditions' of schizophrenic symptoms in 
vulnerable individuals. Various workers have argued that 
stressful life events may lead to the development of 
schizophrenic symptoms in such people. Indeed Jaynes (1976) 
claims that in the I l i a d  hearing voices would be brought on by 
stress to help the characters make decisions. For example: '...
Hector, faced with the decision-suffering of whether to go 
outside the walls of Troy to fight Achilles or stay within them, 
in the stress of the decision hallucinates the voice that tells 
him to go out'. Jaynes argues that today schizophrenics have a 
'radically different reaction to stress'. Psychologically-based 
therapies, such as CBT must take into account how people with 
symptoms of schizophrenia perceive and deal with events in their 
every-day life. Also, it may be important to provide key people 
in the environment of the schizophrenic with some form of family 
therapy (see Tarrier, 1996).
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There has been key research looking at social factors in 
schizophrenia. Rabkin (1980) reviewed the literature on the 
effect of discrete/traumatic life events (LEs) on relapse in 
schizophrenics. For example, comparison of schizophrenics with 
and without relapse suggests a tendency for LEs to be associated 
with relapse. Brown, Birley and Wing (1972) researched the 
influence of family life on the course of schizophrenic 
disorders. A structured interview was used to rate views of key 
family members (ie. relatives of the schizophrenic patient) 
whilst the patient was still in hospital (there were 101 
families). The factors critical in determining relapse were :
(i) The number of critical comments made concerning the patient.
(ii) Hostility towards the patient.
(iii) Emotional over-involvement.
Brown et al looked at the relationship between 'Expressed 
Emotion7 (EE; simply described as the overall 'index7 of the 
relatives derived from the number of critical comments 
concerning the patient), and presence or absence of 
antipsychotic drugs and relapse. Their findings suggest that for 
patients on . antipsychotic drugs EE is less important in 
precipitating relapse. It might be that drugs may protect the 
patient from high EE in the family.
Vaugn and Leff (1976) found that in 'low EE7 families drugs have 
no effect on relapse rate. In 'high EE7 families and if there is 
less than 35 hours per week face to face contact between the 
schizophrenic and the family, relapse appears to be definitely 
related to drug use. Falloon, Boyd, McGill, Raazani, Moss and 
Gi Herman (1982) randomly assigned patients from high EE 
families to family or individual therapy. It was found that 
there was a slightly better outcome for family therapy with 
respect to symptom remission and relapse. Also, Leff, Kuipers,
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>Berkovitz, Eberlain-Vries and Sturgeon (1982) found family 
therapy far superior with respect to relapse rate than either 
educational sessions or relatives groups.
Recent EE work has focused on institutional settings in which 
schizophrenics reside.
Much of the classic work on LEs in schizophrenia does not focus 
directly on individuals exhibiting single symptoms (see Kuipers, 
1979; Brooker, 1990, . Tarrier, 1996). Nevertheless it is 
important since it places an emphasis on psychological, family 
and social variables in schizophrenia, somewhat neglected in the 
strict 'medical-model' view.
Psychological research of auditory hallucinations :
There is an ever growing body of research concerning auditory 
hallucinations as an example of single-symptom research in 
schizophrenia. Esquirol (1832) introduced the term 
'hallucination' into the medical vocabulary. He viewed a 
hallucination in different terms from an illusion (ie. a 
misperception). A hallucination represents one of Schneider's 
(1959) first rank symptoms of schizophrenia.
In the Sartorius, Shapiro and Jablensky (1974) 'world study' 
hallucinations were found to be the second most common symptom 
and therefore assumed to be pathological. However, it seems that 
a cultural difference does exist. Bourgignon (1970) viewed 488 
societies and found that hallucinations were common in 62%; 
also, only 12% were drug-induced and 50% were not. In western 
society West (1948) found 10% of subjects reported experiencing 
hallucinations and McKellar (1968) found 20%. Slade and Bentall 
(1985) found a normal distribution of hallucinations in students
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using the 'schizotypy-type' scale of Launay and Slade (1981). 
Also, Chapman and Chapman (1980) found a schizophrenia-type 
phenomena in the general population. Barber and Calverly (1964) 
conducted a classic piece of work which demonstrated that a 
hallucination can be 'suggested' . In this study 5% of a normal 
population reported having heard the record W h i t e  C h r i s t m a s  when 
it had n o t  been played. This has been replicated in other 
studies by Bowers (1967) and Young and Bentall (1984) . Young and 
Bentall also found that high scores on the Launay-Slade scale 
meant that subjects were more likely to 'hear' W h i t e  C h r i s t m a s .  
From this evidence it seems the disposition to experience 
hallucinatory phenomena is both widespread and normally 
distributed. It is possible that hallucinatory experiences are 
on a continuum and the pathological/non-pathological cut-off is 
arbitrary.
There have been a number of models of hallucinations ; these are 
worth considering since some have an impact on therapy for 
'voices'. Frith (1979) proposed a model of 'information seepage' 
into consciousness, whereby an overload (the hallucination) 
occurs. This proposes over-stimulation, but it cannot account 
for hallucinatory experiences when there are low levels of 
stimulation. Mintz and Albert (1971) and Horowitz (1975) 
proposed that hallucinations are the product of abnormally vivid 
mental imagery; their results to support this view are 
inconsistent. Johnson (1978) proposed a 'subvocalisation' 
theory; EMG recordings showed muscles of speech organs are 
active during hallucinatory experiences. This is a useful model, 
but it does not explain why people who experience auditory 
hallucinations attribute them to an external source. Slade 
(1976) proposed a functional theory of hallucinations, where 
individuals might be predisposed to hallucinations which are
Iprecipitated by stress and external stimulation and maintained 
by reinforcement factors.
A fruitful area of research that has led to therapeutic input to 
people who hear voices is in the area of signal detection theory 
(SDT). SDT (Green and Swetts, 1966; McNichol, 1972) is a theory 
of the perceptual decision-making process under conditions of 
uncertainty.
Bentall and Slade (1985) state most theorists assume that people 
who hear 'voices' are more likely to mistake imaginary events 
for real events; in other words they are poor at 'reality 
testing'. The hypothesis that such symptoms are due to an 
abnormality of mental imagery is not particularly useful for a 
number of reasons : Vividness may not be equated with belief; 
belief in reality is the sine qua non of hallucinations. Also, 
hallucinating patients often say that voices are quiet and hard 
to hear, whereas normals 'hear' clearly, but believe they 
imagine. It could be that hallucinators are more biased than 
normals, to believing their voices, which is further support for 
the poor reality testing hypothesis. A number of workers have 
provided support for this hypothesis:
(i) Heilbrun (1980) demonstrated that hallucinators are poor at 
recognising their own expressed opinions. They seem unfamiliar 
with their own thinking style and t h e r e f o r e  more likely to 
attribute thoughts to an external agent.
(ii) Heilbrun (1983) found that some hallucinating patients are 
poor at locating the source of sound spatially (ie. part of 
reality testing). They believe it comes from the self.
(iii) The hypothesis that hallucinators fail to distinguish 
between internal and external stimuli fits with the evidence
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concerning subvocalisation to auditory hallucinations. This is 
because sub-vocalisation has been shown to be a normal 
concomitant of inner speech (McGuigan, 1978)and is decreased by 
verbal tasks (Bentall and Slade, 1985).
Bentall and Slade (1985) conducted an important" SDT experiment 
to compare vividness theories with poor reality testing as the 
best hypothesis to explain the phenomena of auditory 
hallucinations. Simply stated vividness theories are concerned 
with signal sensitivity, whereas reality testing is concerned 
with making attributions about events in the real world (ie. 
possibility of mistaking internal events for events in the real 
world).
Bentall and Slade used SDT to test the following hypotheses:
(i) If, as suggested, hallucinations result from e r r o r s  i n  
j u d g e m e n t  then hallucinators should differ from non- 
hallucinators on measures of perceptual bias (ie. they would be 
more willing to believe that a perceived event was real).
(ii) If, on the other hand, hallucinations are a product of 
either u n u s u a l l y  v i v i d  m e n t a l  i m a g e r y  or a d i s o r d e r  o f  t h e  
p e r c e p t u a l  s y s t e m  then it might be expected that hallucinators 
would differ from non-hallucinators on measures of signal 
sensitivity.
Two experiments were conducted to test these hypotheses:
E x p e r i m e n t  1  : There were two groups as follows :
(i) 10 students with high Launay-Slade (LS) scale scores.
(ii) 10 students with low LS scores.
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The procedure was :
(i) subjects were told that they were having their hearing
tested. ,
(ii) There was a warning tone; then 1 second silence; en
seconds white noise in the middle of which (sometimes) 'Who' was 
said; then 8 seconds silence. The subjects had to rate on a 1-5 
scale how likely they had heard the voice.
(iii) There were 100 trials: 50 with the word and 50 without; it 
was very hard to hear (only 1 subject responded correctly).
Briefly, the results were:
(i) High LS s c a l e  subjects were no different in terms of their 
actual sensitivity.
(ii) There was some consistency in their greater willingness o
believe that the signal was present.
Experiment 2: There were two groups of subjects as follows.
i) Hallucinating patients.
ii) Non-hallucinating patients
The procedure was basically the same as the previous experiment, 
with some slight variation to allow for 'difficulty' of patients 
(eg. some tired easily; sometimes prompting from experimenter m  
some cases to ensure that no trials were missed).
The results were virtually the same as the earlier experiment. 
The Hallucinating (or predisposed) subjects differed from 
controls in their willingness to believe a stimulus is present 
given a poor signal-noise ratio and a reasonable expectation of 
the stimulus being present. This fits Mintz and Alpert's (1972)
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observation that hallucinators are more likely than non- 
hallucinators to hear the record W h i t e  C h r i s t m a s .  Importantly, 
Bentall and Slade's findings appear to be robust as they have 
been replicated by Rankin and O'Carroll (1996).
Psychological therapies in schizophrenia.
Research into schizophrenia can only be of practical use if it 
enables therapeutic strategies to be developed. Slade and 
Haddock (1996) point out that psychological therapies for 
psychotic symptoms have been available for over thirty years, 
but have not become 'well recognised or accepted into general 
treatment settings' . It is argued that this is because psychotic 
disorders have been viewed as biological in origin and only 
amenable to biological treatments such as neuroleptic 
medication. However, in the early 1990s psychological 
interventions have become more widely available in disorders 
'even where these have clear biological underpinnings ... it is 
not surprising, therefore, that psychological treatments have 
become a focus of interest in the field of psychotic disorders .
Slade and Haddock's review deals with the development of 
behavioural and cognitive-behavioural interventions over 
approximately the last thirty years for positive symptoms of 
schizophrenia. They trace key work concerning psychological 
interventions to treat symptoms of schizophrenia using a variety 
of psychological approaches (eg. operant techniques using 
various reinforcers, systematic desensitisation, aversion 
therapy, belief modification, social skills training, counter­
stimulation/distraction, 'earplug therapy', self-instructional 
training, focusing and self-monitoring approaches and problem­
solving approaches).
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Slade and Haddock point out that the history of applying
psychological treatments has been 'beset by a number of
problems' i clinicians have been reluctant to see them as 
applicable to patients; some of the early approaches were 
theoretically and clinically crude; and, most of the treatments 
had been applied only with chronic psychotic patients and not to 
a wider patient population. However, despite these problems 
various CBT approaches have been developed from the earlier 
work; these are now being implemented more generally than before 
and we can now deal with CBT approaches for auditory
hallucinations ('voices') and, later, delusions.
CBT for auditory hallucinations:
Slade and Bentall (1988) argued that most psychologically-based 
treatments for auditory hallucinations could be categorised into 
three areas:
(i) Distraction from the hallucinations.
(ii) Focusing on the hallucination.
(iii) Anxiety reduction.
Haddock, Bentall and Slade (1996) point out that recent 
developments have tended to use a combination of these 
approaches. The following important questions arise as a 
consequence: Which elements of the therapeutic process produce 
the most benefit? Do particular types of approaches suit 
particular types of symptoms or individuals?
It is known that in some studies which have employed self 
directed distraction techniques that the benefits appear to take 
place during the active intervention and do not generalise well
to other situations; whereas, focusing approaches may be 
distressing for some individuals as they have to attend more 
than usually to the content of hallucinations which might be 
very unpleasant. Evidence from various studies show that both 
approaches would have some effectiveness in reducing the 
severity of persistent auditory hallucinations. Haddock, Slade, 
Bentall, Reid and Faragher (1998) report a study comparing the 
long-term effectiveness of distraction and focusing for the 
psychological treatment of auditory hallucinations. Haddock et 
al hypothesised that focusing would have additional benefits 
over distraction as follows :
(i) The likelihood that misattribution of the location of the 
voices will occur. This is derived from the hypothesis of 
Bentall (1990) and Frith (1992) that auditory hallucinations 
arise because of a faulty monitoring process that 'externalises' 
verbal material that is 'internally' generated.
(ii) If focusing is more likely to enable hallucinators to 
increase their 'reality monitoring' skills by recognising that 
their 'voices' arise from an internal source (ie. themselves) 
then focusing is more likely to produce longer benefits over 
time than distraction.
(iii) Since, unlike distraction, focusing explores the 
'hallucinator's' beliefs and expectations then this should 
further demonstrate that focusing is more effective than 
distraction. This is derived from work which demonstrates that 
beliefs and expectations about the origin and content of verbal 
stimuli are important determinants in attributing them either as 
internal or external to the individual (eg. Young, Bentall, 
Slade and Dewey, 1987).
The inclusion criteria in the Haddock et al study was that the 
patients :
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(i) Were suffering from auditory hallucinations which had been 
present for 6 months or more, which were experienced as
unpleasant, had not responded significantly to neuroleptic 
medication and were experienced at least twice a week.
(ii) Met the criteria for a DSM-III-R diagnosis of 
schizophrenia.
(iii) Were taking neuroleptic medication which would be kept 
stable for the psychological treatment period and for a follow- 
up period of six months.
The participants in the Haddock et al study were drawn from 63 
patients referred to the project. 56 were assessed for inclusion 
(7 were not included for various reason; for example, 3 
patients' voices were pleasant and they did not wish to lose 
them) 33 patients were allocated to a treatment or control group 
following assessment; 23 were excluded because they did not meet 
the inclusion criteria (for example, there was insufficient 
frequency of their voices; or they were unwilling to take part, 
etc.). Fourteen patients were assigned to the focusing
treatment; 11 to the distraction treatment; and, 8 to the
control group. However, during the study six patients withdrew 
for various reasons (3 from each of the treatment groups) . Also, 
4 of the control group were lost from the study for various 
reasons. The actual participants were as follows :
(i) 11 completed the focusing therapy and follow-up.
(ii) 8 completed the distraction therapy and follow-up.
(iii) 4 . in the control group; due to this small number. Haddock 
et al did not include this group in the analyses between the 
groups.
Haddock et al used a number of measures to ensure that the
patients referred met the selection criteria and to assess the
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effectiveness of the psychological therapy if included in the 
study. The instruments used were:
(i) The Present State Examination (ninth edition) (Wing, Cooper 
and Sartorius, 1974).
(ii) Cognitive-behavioural assessment of hallucinations (the 
Hallucination Interview Schedule; Bentall, Haddock and Slade, 
1995, unpublished). This instrument assessed the frequency and 
duration of voices, their content, coping strategies, physical
) characteristics and origin of voices, and the beliefs and
attributions concerning the voices.
(iii) The Rosenberg Self-Esteem Scale (Rosenberg, 1965)
Other measures were used during the treatment phase including 
the Hospital Anxiety and Depression Scale(HAD; Zigmond and 
) Snaith, 1983); ratings of the amount of time voices had been
experienced; the distress caused; the disruption to life caused; 
also, the amount of time the patients believed the voices to be
their own thoughts.
A 20 session focusing treatment was compared to a 20 session 
, distraction treatment for the 19 patients comprising the
Accusers' and the Mistractors'. In brief the treatments were
as follows :
For the 'focusers' : an emphasis on patients 'focusing' on their 
voices including strategies to deal with anxiety and looking at 
the physical characteristics, content, related thoughts and
meaning of the voices.
>
For the Mistractors' : a combination of distraction or counter­
stimulation techniques, such as using a personal stereo 
('Walkman'), reading and performing mental arithmetic and games,
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and activity scheduling.
The patients were followed-up for approximately two years. The 
results can be summarised as follows :
(i) No differences were observed between the groups for the 
overall outcome on symptoms.
(ii) There was some indication of a reduction in the frequency 
of voices and the disruption to life caused by them during 
treatment for the 'focusers, in comparison to the Mistractors'; 
however, this was not maintained at follow-up.
(iii) There was a significant increase in self-esteem for 
'focusers' and a significant decrease for Mistractors' during 
treatment; however, at two-year follow-up both groups showed a 
reduction in self-esteem compared to the end of therapy.
Haddock et al in discussing these findings point out that there 
was no overwhelming advantage of one group over the other; this 
confirms the findings of the only two previously reported small 
scale trials of CBT for schizophrenic patients conducted by 
Garety, Kuipers, Fowler, Chamberlain and Dunn (1994) and 
Tarrier, Beckett, Harwood, Baker, Yusupoff and Ugarteburu (1993) 
who both found difficulty in treating voices using CBT. Overall 
these small number of studies cannot be said to constitute 
strong evidence for the effectiveness of CBT for 'voices'; 
however, they show some promise for its use. The Garety et al 
and the Tarrier et al studies both found a positive effect for 
CBT for delusions and this area can now be outlined.
Psychological research of delusions :
Bentall (1990) presents a heuristic model of belief acquisition 
in which, it is argued, abnormal beliefs in individuals who
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experience delusions itiey be b . reflsction of sbnorinelities ut sny 
of the following connected stages :
(i) 'Events in the world'.
(ii) Perception.
(iii) Inference.
(iv) Belief.
(v) 'Search for new information'.
Bentall gives support for the model. For example, 'events in the 
real world' could be in the context of setting conditions where 
deluded patients come from families/social circumstances where 
there is much aversive control and threats of vicitimisation 
(Heilbrun and Norbert, 1972; Kaffman, 1983; Mirowsky and Ross, 
1983). There is also evidence that certain perceptual processes 
may be disordered and lead to delusions. Ellis and Young (1990) 
cite the Capgras delusion, where the patient believes a loved 
one has been replaced by a robot/imposter, may be due to a 
disorder in the neuropsychological processes involved in facial 
recognition. This means that the patient no longer perceives a 
familiar person as known to them. Ullman and Krasner (1969) 
argued that persecutory delusions might be maintained by 
selective attention to threatening events (persecutory delusions 
are often called paranoid delusions; the person usually believes 
that other people or organisations are trying to inflict harm on 
him/her). Bentall and Kaney (1989) found support for this 
hypothesis by demonstrating that deluded patients show abnormal 
attention to threat-related words on an emotional Stroop task.
An extremely useful paradigm to investigate delusions is 
attribution theory which concerns how people perceive the causes 
of events (see Heider, 1958; Harris and Harvey, 1981; Russell, 
1982). Weiner (1983) gives a simple outline of attribution 
. theory which is summarised:
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(i) It assumes that individuals search for causal understanding 
seeking answers to questions such as 'why did she get a poor 
mark on the spelling test?'.
(ii) Three dimensions of causality have been identified: locus 
(internality-externality) , stability and controllability.
(iii) Locus can be internal or external to a person. For 
example, if a poor mark in an examination is perceived as being 
due to low ability or lack of effort then this is an internal 
attribution; whereas, an external attribution is made if the 
examination is perceived as being unfair.
(iv) Stability refers to the temporal nature of a cause; causes 
may be relatively enduring or change from situation to situation 
or moment to moment. For example, affiliative rejection because 
of lack of physical attractiveness is typically considered as 
being a stable cause; whereas rejection because of a headache is 
perceived as due to an unstable cause.
(v) Controllability refers to the degree of volitional influence 
(or intentionality) that can be exerted over a cause. For 
example, causes such as aptitude or luck are not perceived as 
subject to volition. However, effort, expenditure or performance 
strategy are perceived as controllable.
Peterson, Semmel, von Bayer, Abramson, Metalsky and Seligman 
(1982) point out that uncontrollable events can be attributed to 
causes in a variety of situations (global attributions), as 
opposed to more circumscribed causes (specific attributions); 
such attributions may be implicated in depression.
Reid and Millard (1997) outline how attribution theory has been 
applied in mental health (eg. Bentall, Kaney and Dewey, 1991) 
and offending behaviour (eg. Saulnier and Perlman, 1981a and 
1981b; Quinsey and Cyr, 1986). Recently, McKay, Chapman and Long 
(1996) extended the theory to investigate the causal
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attributions for criminal offending and sexual arousal in child 
sex offenders and other offenders; and, in a series of recent 
papers, Kinderman and others have developed a model of 
persecutory delusions based on attribution theory (see 
Kinderman, 1994; Kinderman, Kaney, Morley, and Bentall, 1992; 
Kinderman and Bentall, 1996a and 1996b).
Kaney and Bentall (1989) found differences in deluded, depressed 
and normal subjects' attributions of causality (ratings of 
internality versus externality) for hypothetical positive and 
negative events on the Peterson Attributional Style 
Questionnaire. Subjects had to rate the possible causes for 
hypothetical positive and negative events (eg. 'You go on a date 
and it turns out badly'; 'You win a prize'). As hypothesised, 
compared to the other groups, the deluded patients made 
excessively external, stable and global attributions for 
negative events; and, excessively internal, global and stable 
attributions for positive events. Simply stated other people or 
circumstances were blamed if something went wrong; if something 
went right they credited themselves.
Candido and Romney (1990) studied non-depressed paranoids, 
depressed paranoids and depressed controls. The depressed 
paranoids did not differ from the non-depressed paranoids for 
negative events; however, they were less inclined to make 
extreme internal attributions for positive events. Bentall 
(1994) and Bentall et al (1994b) propose that these findings can 
be due to deluded patients having an exaggerated 'self-serving 
bias' . This tendency to attribute positive outcomes to the self 
and externalise negative outcomes may be a bias for maintaining 
self-esteem.
Kaney and Bentall (1992) adapted a contingency judgement study
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of Alloy and Abramson (1979) to demonstrate that the self- 
serving bias is unique to patients with persecutory delusions. 
Subjects played computer games that had (unbeknown to them) been 
pre-programmed to 'win' or 'lose' independent of the actions of 
the subject. After each game the subjects rated their degree of 
control over the outcomes. As hypothesised the deluded patients 
exhibited a strong tendency to claim more control in the win 
game than in the lose game; this bias was shown to a lesser 
degree in the normal group; and, the depressed group showed very 
little control over the outcome of either game.
Bentall, Kaney and Dewey (1991) extended the application of 
attribution theory to deluded patients by demonstrating that 
they have a marked tendency to blame the actor rather than 
circumstances or other people when they evaluate negatively 
valued social interactions. More recently Lyon, Kaney and 
Bentall (1994) tested the hypothesis that delusions have a 
defensive function. An experiment was conducted whereby 
attributions for negative events could be elicited from patients 
in such a manner that avoided an awareness that blame for the 
events was being allocated; the prediction was that patients 
with persecutory delusions would respond in a similar manner to 
depressed patients. The attribution measure devised by Winters 
and Neale (1985) is disguised as a story comprehension task. 
Amongst the mainly factual questions after each story was one 
question requiring two equally valid inferences about the cause 
(ie. internal or external). As hypothesised both deluded and 
depressed patients blamed themselves more for negative than 
positive outcomes; but, the same subjects using traditional 
attributional measures attributed positive outcomes to the self 
and negative outcomes to others. Bentall, Kinderman and Kaney 
(1994) argue that deluded patients may 'construct their 
persecutory hypotheses in order to avoid awareness of the
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discrepancies between how they perceive themselves to be and how 
they would like to be' ; this clearly supports the view that 
there is a motivational component to delusional beliefs.
CBT for delusions :
Bentall (1996) points out that the research findings concerning 
delusions seem to show that the 'function of preventing 
negatively self-referent thoughts from entering consciousness, 
it is not surprising that they are reluctant to give the beliefs 
up in the face of counter-arguments or contradicting evidence. 
It therefore follows that therapeutic interventions which avoid 
direct challenges to patients' delusional systems should be more 
effective than therapeutic strategies which involve confronting 
patients with the apparent irrationality of their beliefs'.
There have been some CBT intervention studies which have shown 
success in altering the beliefs of deluded patients. Studies 
conducted by Chadwick and Lowe (1990) and Garety, Kuipers, 
Fowler, Chamberlain and Dunn (1994) can be briefly outlined 
here.
Chadwick and Lowe (1990) report that out of six patients, two 
completely rejected their beliefs and three significantly 
reduced their belief conviction. The benefits to the five 
patients whose delusional thinking was altered in some way were 
well maintained.
Garety et al (1994) report a small controlled trial of CBT for 
patients with delusions. Sixteen CBT sessions were delivered 
over a six month period. The rates of engagement in therapy were 
high. The treatment group improved on a number of key symptom
Imeasures compared to controls. Importantly there were reductions 
in delusional conviction, general symptomatology, and depression 
scores.
The research into delusional beliefs outlined above, and 
important new texts by Kingdon and Turkington (1994) and Fowler, 
Garety and Kuipers (1995) enable a clear CBT intervention for 
deluded patients to be formulated. The aims of such an 
intervention can be summarised as understanding the nature and 
maintenance of the patient's delusions ; to reduce the extent of 
the delusions; to reduce the patient’s delusions and to enhance 
self-esteem. From the evidence available this can be optimally 
achieved by providing 20-30 sessions over a six-month period, 
with 2-3 CBT sessions per week during this period. There should 
be four key components to the CBT:
(i) Active engagement with the patient.
(ii) Development/presentation of a functional analysis of the 
patient’s symptomatology.
(iii) Implementation of belief modification strategies in 
relation to patient’s delusions.
(iv) Implementation of self-esteem enhancement strategies. 
Summary and conclusions :
The view that psychology only has a marginal role in 
schizophrenia no longer goes unchallenged. CBT for symptoms of 
schizophrenia is clearly driven from research findings that have 
attempted to understand the nature of those symptoms. The 
application of CBT interventions shows some promise. However, 
there are still many areas which need to be addressed if CBT is 
to demonstrate more fully its effectiveness. For example, the 
Haddock et al (1998) study failed to show a lasting 
effectiveness in treating 'voices' by either distraction or
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focusing approaches, although it clearly showed some reduction 
in the stress caused by voices. The subjects had been hearing 
voices for a relatively long number of years; it might be that 
greater benefits from the intervention would have occurred if 
the subjects had been seen at the onset of their 'voices' when 
they might have been less resistant to change.
There is a clear need for case-studies using CBT for 
schizophrenic symptoms to be more widely evaluated and reported 
to further measure the effectiveness of CBT. Finally there is a 
need for large randomised controlled CBT treatment trials of CBT 
for schizophrenic symptoms.
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An investigation of ethical dilemmas experienced by clinical psychologists in differing
settings
An investigation of ethical dilemmas 
experienced by clinical psychologists 
in differing settings
ABSTRACT
This questionnaire study compared clinical psychologists working 
in secure settings (n = 45) with those working in non-secure 
settings (n = 43) regarding ethical dilemmas experienced in the 
course of their work. The comparisons included the quantity of 
ethical dilemmas experienced and the intensity of the dilemmas 
experienced (ie. how 'troubling' they were to the clinical 
psychologists). All measurements and written descriptions 
concerned ethical dilemmas experienced in the previous two years 
by the clinical psychologists.
Overall the findings supported the view that there are no 
differences between the two groups of clinical psychologists; 
these included comparisons for presence and intensity of ethical 
dilemmas experienced (obtained from responses to a 34-item 
questionnaire) and written descriptions of ethical dilemmas. Also 
there were no differences for the total sample of clinical 
psychologists in this study for the types of written descriptions 
of ethical dilemmas compared with psychologists generally in the 
previous studies of the American Psychological Association (Pope 
and Vetter, 1992) and the British Psychological Society (Lindsay 
and Colley, 1995).
The study provides contemporary information concerning ethical 
dilemmas experienced by clinical psychologists, which may be 
useful for training in dealing with them. It has also generated 
useful areas for future research. It is proposed that an area that 
needs addressing is how clinical psychologists 'solve' the ethical 
dilemmas they face.
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1.0 Introduction
Before outlining the main ethical issues facing clinical 
psychologists, we need to view important areas concerning the 
nature of clinical psychology, ethics and ethics in clinical 
psychology. These areas are wide-ranging; only 'key' work 
related to the current research will be dealt with.
1.1 What is clinical psychology?
Simply defined clinical psychology is the systematic 
application of the principles of psychology to help people 
change or deal with their 'psychological and health problems . 
This is further dealt with in the clinical dossier above (see 
section 1.1 of 'An evaluation and development of a "personal 
development" course for psychology assistants at Ashworth 
Hospital'; this refers to: training in clinical psychology; 
'specialisms' in clinical psychology (from Reid and James, 
1997; and the work typically conducted by clincal 
psychologists (from Mackay, 1975, Hawton, Salkovskis, Kirk 
and Clark (eds.) , 1989, Sturmey, 1996, Reid and Millard, 1997 
and Tarrier, Haddock and Barrowclough, 1997)).
The 'typical' work of a clinical psychologist has been 
expanded in light of the historical development of clinical 
psychology. For example, a number of clinical psychologists 
are currently employed in mainly 'managerial' positions. The 
British Psychological Society paper on Clinical Psychology 
■ Services (1996) describes the 'specialist skills' of the 
clinical psychologist; these 'involve psychological skills 
requiring not only specialised knowledge of a particular 
psychological approach, but also the capacity to draw on a 
wide theoretical base and to devise individually tailored 
strategies for complex problems. This level of knowledge 
requires flexibility and sufficient understanding of
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psychological theories and processes to enable a combination 
of approaches to be used. It differentiates the work of the 
qualified clinical psychologist from that of other mental 
health workers and applies from work with individuals to work 
with whole organisations'.
1.1.1 A history oV, clinical psychology training
This has also been dealt with in the clinical dossier above 
(see section 1.5 of 'An evaluation and development of a 
"personal development" course for psychology assistants at 
Ashworth Hospital'; this comments that 'it is difficult to 
present sequenced information on how clinical psychology 
training has changed over the years' and refers to work by 
Schraml, 1972, Pilgrim and Treacher, 1992 and Newnes, 1996).
1.1.2 Historical views of the establishment of clinical 
psychology in the United Kingdom
Carr (1961) argues that 'basic facts, which are the same for 
all historians, commonly belong to the category of raw 
materials of the historian rather than of history itself'. He 
quotes Talcott Parsons as calling science 'a selective system 
of cognitive orientations to reality'. The crux of Carr's 
argument is that what comes to us as 'history' is in effect an 
interpretation of the facts by the presenter. Such a view 
applied to the history of clinical psychology presupposes that 
there are a number of historical views of the establishment of 
clinical psychology.
Lightner Witmer (1896) first coined the term 'clinical 
psychology' to describe psychological assessment procedures 
applied to children who today would be classified as having 
'learning difficulties' (see Mackay, 1975; Steere, 1984; 
McReynolds, 1987; also section 1.1 of the clinical dossier 'An
evaluation and development of a "personal development" course 
for psychology assistants at Ashworth Hospital' above). Witmer 
was an American psychologist and a contemporary of William 
James. Undergraduate psychology courses often preach that 
James is, arguably, the 'father of psychology' and 'the 
greatest teacher of psychology' (Fancher, 1979). Also, many 
argue that his monumental work 'The Principles of Psychology' 
(1890) laid the foundation of psychology right up to the 
present day. In this work the setting conditions of cognitive, 
behavioural, experimental psychology and ethology are clearly 
visible; for example, he discusses thought, association, 
memory, emotions and the effect of experience. James did refer 
in his work to individuals who would be typically seen by 
clinical psychologists today, such as individuals with memory 
'problems' ; however, he never stated a case for the 
application of psychological theory and methodology to help 
ease their suffering. In the early years of this century the 
pioneering work of key figures such as Freud, Jung, Adler and 
Reich helped to move psychology into the field of 'therapy' 
and application to the psychological problems of humans ; this 
laid the foundation for the 'psychodynamic' model favoured by 
many clinical psychologists today. However, some of their 
constructs used to explain human behaviour involved concepts, 
such as the id, ego and superego were not directly measurable; 
slso, some of their views were dubious and in Jung s case 
arguably racist (see Masson, 1989 and Fordham, 1997).
The received 'text-book' history of psychology proposes that 
the Behaviourists, such as Watson, usurped the 'cognitive' and 
'introspective' psychologists (see, for example, Thomson, 1968 
and Hilgard, Atkinson and Atkinson, 1975). Watson and later 
Skinner, it is argued, proposed that only 'observable 
behaviour' should be the subject matter of psychology, which 
should be a scientific endeavour with clear hypotheses and
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measurement to test those hypotheses. Often clinical 
psychology trainees have been taught this 'received view. 
However, it is erroneous to assume that the Behaviourists were 
not interested in 'inner processes' or 'inner man' as proposed 
by such as Koestier (1967). Bentall (1985) points out 
Behaviourism as espoused by Watson and Skinner is the source 
of 'many myths'" and 'people who do not take the trouble to go 
to the primary sources are particularly vulnerable to believe 
them' . He points out, using a number of quotes from the works 
of Watson and Skinner, that they were concerned with 'inner
man':
'Watson's work contains numerous references to thoughts, 
emotions, and even the unconscious ... he rejected the notion 
that the mind, or consciousness, is somehow separate from the 
body and is the final cause of b e h a v i o u r ,  but not mental 
events in themselves. He rejected introspection as a research 
tool because it had failed to produce useful results, an 
opinion substantiated by later philosophical studies ... and 
recent research ... Watson's concern to include mental events 
within the behaviourist philosophy ... for example ... Skinner 
(1974) argued:
"A science of behaviour must consider the place of private 
stimuli ... The question then is this : What is inside the skin 
and how do we know about it? The answer is, I believe, at the 
heart of radical behaviourism.'"
Much of the pioneering work of Watson and Skinner "has a direct 
application to clinical psychology today. The 'Little Albert' 
(Watson and Rayner, 1920) study is one of the most famous in 
psychology. It is often quoted in text-books concerning the 
acquisition and psychological treatment of phobias used by 
modern day clinical psychologists (eg. Davison and Neale, 
1978; see also Hawton^ Salkovskis, Kirk and Clark (eds.),
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1989) . It is also the basis of models of 'conditioned 
neurosis' (eg. Eysenck, 1981). Eysenck (1981) suggests that 
the Watson and Rayner study of the 11-month child, Albert, 
implied that Watson viewed neurotic disorders as Pavlovian 
conditioned emotional responses. Again, as in the Skinner 
example, clinical psychology trainees may have only been 
exposed to this 'received' view. However, Harris (1979) and 
Samelson (1980) provide evidence which seriously questions the 
usefulness of the famous study. For example, it did not 
adequately answer the three questions it investigated: It was 
not clearly demonstrated that an infant could be conditioned 
to fear an animal that appears with a loud sound; it was not 
clearly shownthat Albert's 'conditioned response' generalised 
to other animals or inanimate objects; and, it was not clearly 
demonstrated for how long the 'conditioned responses' would 
persist. Throughout the study what constituted 'fear' was not 
adequately defined and this poses the question as to whether 
'fear' was actually being observed at all. These, criticisms do., 
not mean that classical conditioning does not have a role in 
phobia; but, it is dubious whether Watson and Rayner 
demonstrated this. Samelson suggests that the study is best 
viewed as 'unconfirmed pilot data'. The 'Little Albert' study 
is a clear example of differing historical views of a study 
that is still seen as having a bearing on contemporary 
clinical psychology.
Skinner is a giant figure in clinical psychology and 'Radical 
Behaviourism' has a number of followers in the discipline (see 
Owens and Ashcroft, 1981, as an example). Skinner's concept of 
'functional analysis' explains behaviour in terms of 
antecedents and consequences. This analysis of behaviour is 
taught almost as a staple diet to clinical psychology 
trainees. It is exceptionally useful in understanding and 
treating psychological problems in individuals (see Owens and 
Ashcroft, 1981; Sturmey, 1996) .
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Fancher (1979) presents a chronological history of the key 
figures in the history of psychology. Some of their teachings 
still resonate in what is taught to clinical psychology 
assistants and trainees today. For example, the work of Galton 
is important in measurement and statistical analysis ; the work 
of Piaget emphasises the concept of 'schemata', important in 
cognitive-behavioural psychology.
Given Bentali's recognition that the Behaviourists were 
interested in inner states, such as thought and consciousness, 
it is not surprising that his views are reflected within 
clinical psychology; the majority of clinical psychologists in 
the United Kingdom would describe themselves as 'cognitive- 
behaviourists'. Their therapeutic approach is essentially an 
amalgam of cognitive (thoughts and feelings) and behavioural 
(behaviour and its measurement) approaches. It strives to 
recognise the patient/client as an active participant in 
therapy and aims to give them more knowledge and control of 
distressing thoughts. It has been successfully applisd to a 
wide number of problems, such as depression, anxiety and more 
recently to symptoms of schizophrenia, such as auditory 
hallucinations (see Kingdon and Turkington, 1994; Haddock, 
Slade, Bentall, Reid and Faragher, 1998). It is also extremely 
useful in dealing with the offence-prone behaviour in 
offenders generally and 'mentally disordered' offenders (see 
McGuire, 1996).
Clinical Psychology in the United States had developed before 
the Second World War. It was not until the birth of the NHS 
that clinical psychology became established in the United 
Kingdom (Newnes, 1996).
The 'received' definition of clinical psychology has been 
described in 1.1 above. Newnes (1996) points out that the 
stated 'value' of clinical psychology is that 'The work of a
- 2 3 5 -
clinical psychologist is based on the fundamental 
acknowledgement that all people have the same human value and 
} the right to be treated as unique individuals' (British
Psychological Society Division of Clinical Psychology, 1994).
Unlike other sciences, psychology does not have one dominant 
'paradigm' or 'model' . This situation is reflected in the 
teaching of clinical psychology, where there are a number of 
intervention 'models' . There are differing 'histories' of the 
) development of psychology (see Thomson, 1968 and Lovie, 1983)
and clinical psychology (see Pilgrim and Treacher, 1992); 
also, there is a continuing philosophical debate concerning 
whether or not 'academic' psychology (including clinical 
psychology) is a 'scientific' endeavour. It is not the purpose 
here to deal directly with this debate. Belloch (1997)
\ outlines the development of clinical psychology and describes
the main historical 'epochs' in its growth up to the present 
day. Pilgrim and Treacher (1992) argue that historically 
clinical psychology is faced with a 'key' dilemma : which is 
more important, to help people or to practise science on them? 
Other dilemmas emerge in the different 'histories' ; indeed any 
history of clinical psychology is incomplete without 
acknowledging the 'values' of clinical psychologists in 
relation to these dilemmas (see Newnes, 1996). Indeed Belloch 
(1997) argues that the setting conditions for the development 
of psychology as a science and ultimately clinical psychology 
can probably be traced back to:
'(The) new social values which had inspired the French 
Revolution one hundred years earlier - respect for others, 
individual freedom, equality and solidarity . . . [meant] 
reflexive thought (like philosophical enquiry) gave way to 
controlled observation and the need to predict the course of 
events'.
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One history of clinical psychology in the United Kingdom 
(adapted from Pilgrim and Treacher, 1992) proposes that the 
historical development of clinical psychology can be divided 
into four epochs or historical approaches as follows:
1. 'Empiricism': This refers to the application of statistical 
measurement to groups : 'The consistence of the Galtonian 
tradition ... was to be maintained right up to the 1950's, 
when Eysenck, Burt's pupil, was to incorporate intelligence
) and personality testing into the first professional practices
of British clinical psychology'.
2. 'Scientist-practitioner': This refers to the 'application 
of scientific method to the solution of clinical psychological 
problems' ; or, 'the clinical psychologist ... in testing
) hypotheses .. . must . . . treat the patient as the object of an
experimental investigation' (Yates, 1970). This epoch, 
arguably, sprouted in the early 1960s and is still espoused by 
many training courses in theory, although, perhaps not in 
practice.
3. 'Humanist-eclecticism': This was in effect a counter to the
i -1
'aggressive scientism' of Empiricism and spanned a wider range 
of 'liberal' approaches such as 'psychoanalysis, 
existentialism and communication theory'. This epoch gained 
ground in the early 1970s, but could not 'oust' the 
'scientific' approaches; instead a hybrid 'scientific 
humanism' emerged, with more models applied to human problems 
('eclecticism').
4. 'Managerialism'/ 'Professionalism': This refers to a 
'hands-off' approach with clinical psychologists usually not 
dealing directly with patients/clients, but 
supervising/managing other mental health professionals in 
their 'psychological' work.
>
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Newnes (1996) argues that the history of clinical psychology 
shows:
1. It is a product of an academic and psychiatric history 
which is ill-fitted to its stated purpose.
2. The stated purpose and values of the profession may not 
match the values or practise of its practitioners.
3. There is some hope that its historical development can lead 
to its values being met; however, the 'hallmarks of 
professionalization', such as the use of 'obscure language' 
will have to be 'shed'.
Newnes' (1996) history argues that clinical psychology can be 
traced back at least 300 years to early 'healers' and 
'therapists'. He also proposes that it is possible to trace 
its roots in nineteenth century medicine (psychiatry) and 
pastoral care. However, Burton and Kagan (1981) and Pilgrim 
(1989) trace its origins to the foundation of psychology as a 
profession in the early 1900s and its subsequent rise to 
academic prominence. Important in their work is the links with 
psychiatry, the establishment of the National Health Service 
and the emergence of 'psychometrics'.
Burton and Kagan (1981) comment that the British Psychological 
Society (BPS) when founded in 1901 had no members 'trained' as 
psychologists, since there were no psychology degrees at that 
time. Early members, such as Myers and Rivers treated 'shell- 
shocked' soldiers; Rivers approach was based on Freudian ideas 
and pre-dated some of the 'psychodynamic' approaches currently 
used in clinical psychology. In these early years 'academic' 
psychology was firmly based in 'psychometrics' through the 
eugenicist Galton and the mathematician Pearson. In 1911 
Pearson engaged Burt to survey 30,000 children in order to
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standardize scholastic tests. The 1914-18 war boosted
'medical' psychology and in 1919 the BPS had three specialist 
sections : Educational, Industrial and Medicine (this section 
was ' p s y cho dynami c a 11 y ' orientated) . BPS membership continued 
to grow (from 13 in 1901 to 400 in 1920).
By 1939 there were six chairs of psychology in Britain. The 
1939-45 war saw a rise in the number of psychologists employed 
in selection, training and other aspects of the military;
) also, there was a 'handful' of psychologists working in
various hospitals as researchers, especially the Crighton
Royal and the Maudsley (Burton and Kagan, 1981). This 
'hospital' work planted the seeds that saw the emergence of 
clinical psychology after the inception of the National Health 
Service in 1948. However, the contrast in values that 'can be 
\ detected in many clinicians and the position adopted by the
primarily academic Society' became more sharply focused. For 
example, Newnes (1996) states regarding the British
Psychological Society that 'little challenged for the first 40 
years of its existence . . . the insistence on following the 
empiricist tradition'; he states that this meant the statement 
from the writers of the first editorial of the British Journal 
of Psychology in 1904 concerning what is 'good' about
psychology went unchallenged:
'Psychology ... has ... achieved the position of a positive 
science : one of special interest to the philosopher no doubt 
but still independent of his control, possessing its own 
methods . .. "Ideas" in the philosophical sense do not fall 
within its scope; its enquiries are restricted entirely to 
facts'.
Burton and Kagan (1981) argue that Eysenck in the 1950s 
reinforced the position of the clinical psychologist as a 
'scientist experimentalist' rather than a 'reflexive healer'.
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He made 'vociferous' complaints about the editorial policy of 
the British Journal of Medical Psychology (BJMP), which he 
complained promulgated 'speculative' papers 'dealing with 
idiographic, psychoanalytic and other "dynamic" topics'. 
Eysenck's position was that clinical psychologists who wished 
to publish 'experimental' and 'statistical' papers had limited 
opportunities to do so; indeed he proposed that they only had 
the Journal of Mental Science or the British Journal of 
Psychology to turn to. Eysenck argued for the scope of the 
BJMP to be widened. Newnes points out that in 1958 the BPS 
agreed that the holding of a medical degree would no longer be 
sufficient qualification for BPS membership. This, arguably, 
dismissed the healing aspect of psycho dynami c a11y minded 
doctors, such as Rivers (ironically a founder member of the 
BPS who would not qualify for membership after 1958) . Also, in 
1958 the English Division of Professional Psychologists 
(Educational and Clinical) was formed.
Newnes argues although it is a commonplace assumption that 
clinical psychology and psychiatry are somehow opposed, the 
history and current practice of clinical psychology 'suggest 
a saprophytic relationship wherein our technological 
procedures share a common ideological base'. He adds weight to 
his view by referring to a quote from Eysenck (1950):
'That a strong, respected and highly competent profession of 
psychiatry is essential for the growth and flourishing of 
clinical psychology appears obvious; it is perhaps no less 
true to say that the existence of well trained, competent and 
friendly clinical psychologists can be of the utmost value to 
psychiatry'.
Newnes history of clinical psychology from the 1950s onwards 
is similar to that of Pilgrim and Treacher; however, he does 
not focus on how clinical psychology is taught to clinical
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psychology trainees. The basic premise of his paper is that 
'professionalism' in psychology may be playing 'lip-service' 
to ethical considerations. He is concerned with 'values' and 
that clinical psychologists should be concerned about what 
they do, namely helping clients/patients and not performing a 
job to 'get a good night's sleep knowing the mortgage has been
paid/ .
Mackay (1975) commented that 'The history of psychology within 
psychiatry has been a very stormy one, and is particularly 
remarkable for the strife which has taken place between 
psychology and psychiatry'. In addition is the historical 
problem of what is taught to clinical psychology trainees, 
since the question concerning whether it is more important to 
'practise science’ on people or 'help them' remains
unanswered.
1.2 What is ethics?
Singer (1997) points out that although ethics has always been 
viewed as a branch of philosophy it has links with many other 
areas of study. However, ethics is distinct from these areas, 
since unlike the sciences it is not concerned with factual 
knowledge in the same way; it is concerned with normative 
theories and applying these to practical moral problems where 
'right' and 'wrong' decisions can be made. Ethics deals with 
questions such as, 'Can we live in opulence while elsewhere in 
the world people are starving?' and 'Is it right to be 
dishonest in a good cause?'.
Singer traces the history of ethics from early mythical 
accounts right up to the present day. Ethics came into 
existence when 'human beings started to reflect on the best 
way to live ... accordingly ethics began with the introduction 
of the first moral codes'. An outline of Singer's history is
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included in Appendix 7.6. This:has a peripheral importance to
the present study; however. Singer does not consider ethics in 
psychology generally, or to clinical psychology specifically; 
this can now be considered here..
1.3 Ethics and clinical psychology
In her book E t h i c s  i n  C l i n i c a l  P s y c h o l o g y  Steere (1984) 
attempts to introduce the philosophical study of ethics into 
the discipline. She identifies what she considers to be the 
major areas of functioning of clinical psychologists and the 
application of ethical principles to practical situations with 
which clinical psychologists might be faced. She states that 
'the process of ethical decision-making for clinical 
psychologists ... involves far more than a routine adherence 
to the rules contained within professional ethical codes, and 
demands a careful consideration of the ethical issues at stake 
in every individual situation ... an awareness of such issues 
and willingness to take cognizance of them in all 
circumstances is essential for the welfare of the clinical 
psychologist's client population and thereby for the standing 
of the profession as a whole'.
Steere views the process of ethical decision-making as it 
might apply to clinical psychologists and in doing so ethics 
is extended from description through to a process of action to 
deal with various situations. She proposes that there are four 
levels that constitute an ethical system that might apply to 
clinical psychologists as follows :
Level 1: Underlying ethical theory.
Level 2: Ethical principles.
Level 3. Rules.
Level 4. Practical situation.
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These levels can be viewed in turn:
L e v e l  1 :  U n d e r l y i n g  e t h i c a l  t h e o r y :
Steere argues that two major classes of ethical theory are 
dominant regarding ethical decision-making in clinical 
psychology: these are the utilitarian and deontological
theories (these are outlined in Appendix 7.6). The utilitarian 
theory of 'maximising the good' can be seen as problematic 
since different people may have differing views of what 
constitutes 'good'. However, Beauchamp and Childless (1983) 
argue that 'good' relates to the preference of the individual 
in specific situations. Such a view clearly implies that all 
actions are judged according to the degree to which they 
maximize the potential for all individuals affected to realise 
their preferences. So, it is the consequence of an action 
rather than the nature of the action itself which is 
important; a l s o ,  the consequence of an action- is evaluated 
according to its effects on one or a number of individuals. In 
this view lying, cheating and even killing could be condoned 
in certain situations if they 'maximise the good'. In order to 
deal with this 'rule utilitarianism' has evolved whereby it is 
argued that certain rules may not be broken, because they 
ensure the ordered functioning of society (eg. 'thou shall not 
kill'). Hare (1981) applies this notion stating that 
psychiatrists 'should consider a wide variety of particular 
case and think what ought to be done in them, for the greatest 
good of those affected. And then they should select those 
principles and practises whose general acceptance would yield 
the closest approximation to the actions which would be done 
if all cases were subjected the same leisured scrutiny .
Steere points out that current deontological theorists 
continue to believe that something other than the consequences 
of action determine its morality; so, in determining the
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ethicality of a behaviour there is no direct need to consider 
how the behaviour affects all the individuals involved.
L e v e l  2 :  E t h i c a l  p r i n c i p l e s  :
Steere points out that there are three widely accepted 
principles outlined by such as Ross (1930) and Beauchamp and 
Childless (1983) which are 'particularly relevant to the 
practice of clinical psychology, all of which could be 
encompassed within either a deontological or rule-utilitarian 
basic approach. These principles are Autonomy, Non-maleficence 
and Beneficence'.
The principle of autonomy simply asserts that individuals 
should be free to act according to their own beliefs and 
principles providing that their resulting actions do not 
impede the freedom of others to do the same. Steere points out 
that 'for clinical psychologists, an awareness of the complex 
counterplay between the authority they possess by virtue of 
their specialized knowledge and their clients' right to 
autonomy is essential'.
The principle of non-maleficence means 'do no harm'. Harm in 
this sense means a broad range of negative consequences. So, 
clinical psychologists must give sufficient attention in 
deciding actions involving clients' that may have negative 
consequences; this can be likened to a 'detriment-benefit' 
analysis.
The principle of benificence is closely related to non­
maleficence and asserts the duty to actively contribute to 
others' health and welfare by preventing harmful consequences, 
removing harmful conditions and actively working towards 
positively benefitting others. So, clinical psychologists must 
attempt to account for what might be beneficial to clients' ;
) —244 —
this can be likened to a 'cost-benefit' analysis.
Steere points out that some of the analyses that clinical 
psychologists might conduct in applying these three principles 
are complex and the process 'therefore requires a sensitive 
and insightful clinician working is close conjunction with the 
client'.
It is of note that Welfel and Kitchener (1992) have extended 
the three principles proposed by Steere to include 'justice' 
and 'fidelity' . Table 1.1 is a summary of the five principles 
deemed to be important for ethically sound conduct by clinical 
psychologists.
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Ethical
principle
Description
Autonomy Respect for others beliefs, 
principles and actions
Non-maleficence The need to 'do no harm'
Beneficence The need to 'do good'
Justice Basing action/s on fairness 
between individuals
Fidelity Trustworthiness and faithfulness 
to commitments
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and Kitchener, 1992).
L e v e l  3 :  R u l e s :
Steere states that 'the value of rules is that they provide 
instant guidelines as to ethical behaviour across a wide range 
of possible circumstances thereby relieving the practitioner 
of the difficult and time consuming task of making independent 
ethical judgements in every new situation. Without such rules, 
the profession and public would need to rely upon every 
individual practitioner's willingness to engage in such 
careful consideration and upon the ability of each to view 
ethically complex conditions objectively and free of self- 
interest. However, while these are undoubted advantages to 
ethical rules, the nature of these rules may also raise some 
practical problems'.
Clinical psychologists can be presented with ethical dilemmas 
when they are confronted with situations in which two or more 
accepted rules come into conflict by dictating opposite 
courses of action. Steere gives the example of the conflicting 
rules 'you must not betray a confidence' and 'you must not
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lie' which can present an ethical dilemma if to tell the truth 
 ^ would be to betray a confidence. Sieghart (1982) argues that
'without such conflicts there are no moral problems'. Ross 
(1930) argues that rules can be viewed as prima facie duties 
in any particular situation. Also, when there is no 
competition between rules, the single applicable rule for a 
particular situation should be obeyed; if there is more than 
one rule some weighting process must be applied to determine 
which rule has priority. In this sense rules can be binding 
/ and expendable, but the clinical psychologist needs to
determine how rules (or prima facie duties) should be weighted 
to determine which have priority.
L e v e l  4 :  T h e  p r a c t i c a l  s i t u a t i o n :
r
' Here the clinical psychologist is faced with attempting to
solve the confronting ethical dilemma. Important questions 
have to be asked: What is the underlying ethical theory? What 
ethical principles are involved? Is one or more rules 
involved? Steere summarises the steps involved from her 
proposed model as :
I
'Step 1  : Carefully consider the practical situation and the 
rules which apply. Where there is only one applicable rule, 
act accordingly. Where there is more than one rule, proceed 
to Step 2.
S t e p  2 :  Refer to the level of ethical principles, ascertain 
out of which principle each rule derives. Where both rules 
derive from the same principle, follow the rule which best 
fulfils the dictates of the principle in this particular 
situation. If the rules arise out of different ethical 
principles proceed to Step 3.
S t e p  3 :  Refer to the basic ethical theory of rule-
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follow the rule which, in this situation, maximises the good - 
ie. That which produces the most benefit for the largest 
number of people involved'.
Steere goes on to apply this approach to a number of 
situations that clinical psychologists might face. These 
include ethical dilemmas in areas such as the values of 
therapists, confidentiality, the competence of clinical 
psychologists, dual relationships with clients, assessment, 
research, legal issues, and professional conduct and 
relationships. Steere's contribution to ethics in clinical 
psychology is extremely useful. However, although the ethical 
dilemmas she presents do have a 'real-world' flavour there is 
little acknowledgement of research as to the ethical dilemmas 
that clinical psychologists ,as a group see themselves as 
experiencing. This would have considerably improved her work.
It is of note that Eberlein (1987)has argued that trainee 
clinical psychologists can be taught a 'problem-solving' 
approach to dealing with ethical dilemmas. This extends the 
work of Steere. Also, Gawthrop and Uhlemann (1992) found 
experimental support for the approach advocated by Eberlein in 
a analogue study. A group of undergraduates who attended a 
seminar concerning a problem-solving approach to ethical 
dilemmas performed better in making ethical decisions from 
vignettes of ethical dilemmas than a control group who did not 
attend the seminar.
It seems clear from Steere that clinical psychologists can 
apply ethics to decision-making in their work. Seedhouse and 
Lovett (1992) present a complementary approach to Steere's in 
arguing that mental health professionals can be trained in 
moral or ethical reasoning skills. This approach can be 
considered since it can be applied to the ethical dilemmas 
that clinical psychologists might encounter. They describe
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what is in effect a 'ethical reasoning' instrument termed the 
'ethical grid'. A representation of the ethical grid is shown 
in Figure 1 and its application can be briefly described. It 
is a device divided into four layers and is intended to remind 
the clinician of the range of considerations which affect 
decisions; also, to help the. clinician in simplifying the 
process of ethical analysis and to justify the decision made. 
It can be used by the clinician by selection of the box or 
boxes which have been evaluated to best solve the presenting 
problem or dilemma. Seedhouse and Lovett point out that it 
will be rarely necessary to make use of every box but it is 
important to consider a problem in light of each of the four 
layers. In sum this m e a n s  consideration of:
The principles behind health work (Layer 1; blue m
Figure 1).
The duties the clinician believes he/she has (Layer 2;
q (j. i n F i c^u.ï" G 1 ) •
The general nature of the outcome to be achieved (Layer
3; green in Figure 1).
The pertinent practical features (Layer 4; grey in Figure
1) .
Seedhouse and Lovett argue that the grid is merely a reminder 
that these four levels exist and within them there are several 
different ways of deciding upon a strategy: 'To say "I am
using the Ethical Grid" is simply to say "I am engaged m  
moral reasoning'" . They provide a number of examples of the 
use of the grid. For example, one concerns treating a man who 
clearly needs medical treatment against his will and another 
concerns confidentiality. Although these examples apply to 
medical practitioners the same principles in using the grid 
apply to clinical psychologists. One example concerns a 
surgeon faced with a decision about whether or not to perform
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an operation on an informed patient where the risks and 
benefits seem to hang in the balance. The surgeon might select 
these boxes from the grid:
'Most beneficial outcome for the patient'
'Respect autonomy'
'The risk'
and,
'Tell the truth'.
Lovett and Seedhouse explain: 'The four boxes remind this
doctor that he decided to explain every possibility to the 
patient (tell the truth), despite the fact that this could 
cause anxiety; to abide by the patient's choice (respect 
autonomy); to concentrate only on the needs and desires of the 
particular patient (most beneficial outcome for the patient) 
and not to consider other patients in the calculation, nor to 
involve the patient's family, and to try to reduce all 
material dangers as far as possible (the risk)'.
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Serve 
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Codes
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practice
Most beneficial outcome for a 
particular group
The degree of certainty 
of the evidence on which 
action is taken
Disputed facts
Figure 1.1: The 'Ethical Grid' (adapted from Seedhouse and 
Lovett, 1992); see text for description.
1.3.1 Legal issues and ethical dilemmas for clinical 
) psychologists
Reid and Bromley (1998a) argue that legal issues and ethical 
dilemmas are pertinent across a spectrum of settings within 
which clinical psychologists work. For our purpose an ethical 
dilemma for clinical psychologists can be simply described as 
any work-related situation in which the clinical psychologist 
j might have difficulty in deciding whether the course of action
they take is 'right' or 'wrong'. Reid and Bromley argue that 
such dilemmas are in sharpest focus in secure settings in 
which clinical psychologists might work. They propose key 
areas associated with ethical dilemmas for these clinical
psychologists which will be outlined below.
)
There are four high security Hospitals in the United Kingdom: 
Ashworth, Broadmoor and Rampton Hospitals (which are termed 
special hospitals and cater for patients from England and 
Wales) and the State Hospital, Carstairs (catering for 
patients from Scotland and Northern Ireland). There are also 
a number of smaller establishments, known as regional secure 
) units (RSUs), in England and Wales. The patient population in
these hospitals and RSUs are termed 'mentally disordered' and 
have usually committed a criminal offence, often of a serious 
nature. In England and Wales they are detained under the
Mental Health Act 1983. Those clinical psychologists, who 
exclusively work with this patient population, are generally 
viewed as working in the forensic clinical psychology 
 ^ specialism which currently comprises approximately 100
clinical psychologists who work exclusively, or primarily, 
with legally detained 'mentally disordered' offenders (see 
Reid and James, 1997).
Clinical psychologists in forensic services, in addition to 
psychological treatment, sometimes serve the legal system, for
> -252-
example, to assist decision-makers concerning offenders (see 
) Blackburn, 1996). This is a major area of ethical concern (see
also, McGuire, 1997). However, clinical psychologists working 
in any other specialism (eg. adult mental health, child, 
elderly, neuropsychology and learning disability) may have 
involvement with the legal system as a consequence of their 
work.
Thomas-Peter and Howells (1996) point out that many
)
characteristics of the work of clinical psychologists working 
in the forensic specialism do not differ from clinical 
psychologists in other settings. However, they also point out 
that clinical psychologists in forensic settings are publicly 
scrutinised by the popular press and legally scrutinised by 
courts and Mental Health Review Tribunals. They describe the 
 ^ ethical problems that they encountered in their work as
forensic clinical psychologists over a two-week period. 
Interestingly, the ethical dilemmas they encountered in their 
dealings with particular cases included confidentiality and 
working with other mental health professionals.
j In outline the key areas associated with ethical dilemmas for
clinical psychologists in secure settings seem to be :
(1) problems with the forensic/psychiatric system in general;
(2) confidentiality; 
and,
)
(3) multi-disciplinary teams.
These are now dealt with in turn as a prelude to outlining 
work directly relevant to the present study and the aims of 
the present study.
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) 1.3.2 Problems for clinical psychologists relating to the
forensic/psychiatric system in general
The British Psychological Society (BPS) working party report 
on Psychology and Antisocial Behaviour (1993), in its 
introduction to the chapter entitled 'ethical issues' states:
 ^ 'As a major source of regulation and control, the criminal
justice system raises fundamental moral and political issues, 
and its requirements may sometimes conflict with the 
professional standards and allegiances as well as the personal 
values of mental health professionals. Clinical psychologists 
assign priority to the individual client, and tend to choose 
, treatment rather than punishment as their preferred
intervention, when required to achieve a change in behaviour, 
on grounds of methodological efficacy as well as ethics and 
raison d'être.'
In the United Kingdom clinical psychologists do not have 
specific legal responsibilities under the Mental Health Act 
> 1983 (other than as mentioned above) . In this sense they
differ from their colleagues in psychiatry and social work, 
who have clear and extensive responsibilities under that Act 
(see Bluglass, 1983) . The fact that psychiatry has a clear 
leadership role, and that psychiatrists are legally designated 
as 'the Responsible Medical Officer ...' to supervise 'medical 
treatment' (which includes nursing, care, habilitation and 
 ^ rehabilitation), has caused much debate amongst clinical
psychologists. The Act gives psychiatrists almost absolute 
power to determine treatment and length of detention (with 
many patients). It is not surprising, given such power, that 
some psychiatrists have difficulty exercising it in the 
context of multi-disciplinary teamwork. The sharpness of the 
debate over these and similar issues in secure settings is
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indicative of the fact that these settings focus concerns 
which are present in more blurred and defocused ways 
throughout the rest of the system.
A good illustration of the sharpness of the debate was the 
recent series of papers and correspondence in the 'Clinical 
Psychology Forum' of the BPS Division of Clinical Psychology. 
This was initiated by Pilgrim (1995a) who claimed, among other 
things that the special hospitals were the nearest thing we 
had to concentration camps and that the only morally correct 
thing for clinical psychologists working within them was to 
demand their abolition. The reply from Bromley (1995) 
characterised this approach as ultra-leftist and implied that 
it was not the special hospitals themselves at fault so much 
as the system they are a part of. This in turn was condemned 
as personal by Pilgrim (1995b) and as post-modernist by Guinan 
(1995). Meanwhile contributions from Kay (1995) and McGinley 
(1995) gave a somewhat more reasoned and 'pro-establishment' 
defence of the special hospitals. Gelsthorpe (1997) comments 
on the debate by asking the question: 'What do you do if you
find yourself working in a service with which you disagree?'
The issue can perhaps better be analysed in describing the 
ways in which clinical psychologists are morally able to 
interact with the system. Some possible positions include the 
following:
'Not i n  i t ,  n o t  o f  i t '
Here there is no moral justification for working within an 
essentially corrupt and/or unjust and/or gender/race/class 
prejudiced system. This is clearly a justifiable position for 
an individual psychologist to adopt. If that individual 
construes the system in this way then that individual does not 
need to work within it. In practice this happens with, for
instance, psychology assistants who, having worked in special 
hospitals, vote with their feet not to go back there when 
qualified. One significant moral dilemma with this position, 
though, is the definition of the limits of the system. 
Special hospitals are but one part of a total psychiatric 
system based on the same ideological principles of control and 
coercion and with the backing of the same legal ideas 
enshrined in the 1983 Act, for example. It could be argued 
that the psychiatric system itself is simply one part of a 
system of social control which, for instance, when seen in its 
entirety is coterminous with modern (or post-modern) 
capitalism. It is perfectly moral for an individual to abstain 
from particular parts of this system, what is more 
problematical is the moral position that demands that 
everybody else should abstain from the same parts of the 
system.
' I n  i t ,  b u t  n o t  o f  i t '
Here the acknowledgement that the system is essentially 
corrupt, but working within it is not necessarily corrupting 
and is justifiable. There are subsets of this position. The 
subversive attempts by remaining in the system to subvert it 
either in revolutionary terms (bringing down the system) or in 
revisionist ways by trying to make the system 'better' in some 
way. The clinician takes little interest in such debate, 
plagues both their houses and gets on with ministering to the 
patients. Again, there would appear to be no moral objection 
to any of these positions but considerable objection to the 
demand that everybody adopts a particular position.
r I n  i t  a n d  o f  i t r
Here there is no acknowledgement that the system is, in any 
major sense, 'bad'. This position represents either an
-256-
apologia for, or a valorisation of, the system. In the 
clinical psychology field it is represented by the uncritical 
espousal of 'scientific' (i.e. crudely empirical, value free 
therefore valueless) attitudes, often in relation to rigorous 
and rigidly standardised assessment procedures. Again, this 
would seem to be a self-consistent moral position. Much more 
problematical is the fact that this approach is the dominant 
one and seems to tend more than the others towards a perceived 
anti-liberal demand that it is the only valid approach for 
clinical psychologists to adopt.
Clearly these positions present a heuristic of how clinical 
psychologists might operate within the special hospital 
system, and may have a bearing on other settings. Such 
positions are intended as an 'observation' and may prove 
useful in providing some guidance on how to tackle the work- 
related problems that clinical psychologists are generally 
faced with. For example, whilst there may be disagreements 
amongst clinical psychologists resulting from their proposed 
differing positions, it would be reasonable to accept that 
clinical psychologists do have a right to 'freedom of speech' 
and respect; if not, then this should be the goal.
Blackburn (1993) discusses role conflicts and ethical issues 
for psychologists in criminal justice settings. For example, 
psychologists employed in a secure setting are professionally 
obliged,'... to hold the interest and welfare of those in 
receipt of their services to be paramount at all times ...' 
(BPS, 1985) ; but Blackburn points out that they are 
'simultaneously the employees of a system whose primary 
purpose is social control'. He quotes Brodsky (1972) who 
argues that in criminal justice settings the roles of 
psychologists vary along a 'system professional-system 
challenger continuum' . For example, the 'system professional' 
does not question that treatment (eg. 'self-control' and
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'compliance') is in the 'service of society'; whereas, the 
'system challenger' sees offender problems in the context of
) social deprivation and discrimination; and, 'professional and 
agency goals as potentially inimical to inmates' . Blackburn 
states that these roles are not mutually exclusive and 'many 
psychologists struggle to maintain a balance between them'. 
This conflict has been seen in practice in recent years in 
special hospital clinical psychologists who practise a 
'client-centred' or 'feminist' approach to professional
y  practice falling foul of institutional pressures towards an
offence oriented approach (see, for instance, Bromley, 1996, 
and Chipchase and Herbert, 1996).
The criminal justice system and working with offenders clearly 
creates ethical issues for psychologists. For example, the
) American Psychological Association's task force on the role of
psychology in the criminal justice system (Monahan, 1980) 
deals with the question, 'Who is the client?'. It is argued 
that 'both the offender ... and the criminal justice system 
may be the clients of the psychologist working in the criminal 
justice system, but in differing roles and with varying 
priorities. There are surely situations in which the
i
psychologist cannot serve two masters, but it does not always 
follow that allegiances must be invariant and that one must 
always have priority over the other'.
Clinical psychologists in secure settings treat patients' 
problems and their dangerous behaviour (these may or may not
be related) . In this sense they may be called upon to predict
) dangerousness in their patients and, logically, should be seen
as experts in this area. However, issues concerning the 
prediction of dangerousness and treatability of mentally 
disordered offenders by clinicians are wide-ranging. For 
example, Monahan (1984) distinguishes between 'first' and 
'second' generation research in the prediction of violent
>
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behaviour. The former refers to research which demonstrates 
) that clinicians are poor in their prediction (eg. Steadman,
1983; Morse, 1983; Crawford, 1984) ; the latter is the current
developing research that emphasises the limitations, but 
points towards steps to improve prediction (eg. Lidz, Mulvey 
and Gardner, 1993). There is no certainty that clinical 
psychologists are able to predict dangerous behaviour better 
than anyone else and very little evidence that specifically
. psychological technology is helpful in terms of prediction
)
within secure psychiatric settings. Patients in such 
institutions already have (in general) the disadvantages of 
class on top of which lies the mystification of living an 
indeterminate, but usually lengthy, custodial sentence. Risk 
assessment and prediction of dangerousness procedures 
effectively pile on a further disadvantage namely that of
)
proving to clinical psychologists specifically and the system
in general that they are safe before release or before the
lifting of restrictions placed on them within the system. 
This, of course, is not required (in general) of prisoners in 
non-psychiatric settings. They have a determinate sentence 
after serving which they are released.
)
Also, there is continuing unresolved controversy concerning 
the concept of psychopathic disorder and its usefulness (eg. 
Pichot, 1978; Dell and Robertson, 1988; Blackburn, 1988; 
Collins, 1991). There are problems concerning mental illness 
and links that it may, or may not, have with violent behaviour 
(eg. Wessely and Taylor, 1991; Mullen, 1991; Monahan, 1992 and 
1993b; Hodgins, 1993).
)
Various authors (eg. Pilgrim, 1987, 1988, 1995a and 1995b;
Baldwin, 1984; Pilgrim and Eisenberg, 1985; Glasgow and 
Eisenberg, 1985) have criticised the special hospitals as 
being non-therapeutic. Briefly, it is generally argued that 
custody receives a higher priority than treatment. Pilgrim
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(1988), for example, contends that 'treatment, indeterminant 
lengths of stay and other difficulties faced by the patients 
probably have an effect of dehabilitation rather than 
rehabilitation'. Pilgrim quotes Norris (1984) who points out 
that the length of residents' stay at special hospital is 
correlated with the severity of the index offence rather than 
their psychological functioning. This raises the question 
whether special hospitals are in fact anything more than 
glorified prisons. Pilgrim and Eisenberg (1985) in answer to 
Graham-White's (1984) optimism concerning the role of the 
special hospitals argue that staff organisations (eg. the 
Prison Officers Association) are authoritarian in attitude and 
their aims (ie. security) run contrary to therapy. This 
creates an obvious dilemma for staff who genuinely wish to 
help patients as therapy is difficult to conduct in an 
environment that has such contradictions. Psychologists giving 
evidence at the Ashworth Hospital public inquiry in 1992 
outlined some of these difficulties faced. Pilgrim (1987) 
criticises the treatment of patients suffering from 
'psychopathic disorder' in the special hospitals; he suggests 
that such 'treatment' by psychiatrists 'who have altered their 
view of ... psychopathy ... little since Pritchard first 
isolated it for their jurisdiction' might be iatrogenic. • 
Indeed, the overall view of Pilgrim and others seems to be 
that special hospitals' therapeutic goals fail to be realised 
because they are not meant to be realised.
Pilgrim and Treacher (1992) discuss the problems of 
'professionalisation' of clinical psychology and the place of 
clinical psychology within our culture. They argue that the 
profession's theory and practice lack coherence and 
consistency. Chipchase and Herbert (1996) argue for increased 
training in ethical and professional issues in clinical 
psychology. Clearly, the dilemmas faced by clinical 
psychologists indicates support for this view (see, for
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example/ Thomas-Peter and. Howells/ 1996) .
)
1.3.3 Issues of confidentiality
There is very little, if any, case law in the United Kingdom 
in relation to the specifically legal constraints on the 
divulging of material obtained via the professional 
interaction between clinical psychologist and client/patient. 
In the United States the often cited 'Tarasoff case in 1976 
 ^ placed legal responsibilities on clinical psychologists,
initially in California and subsequently in other states. 
Therapists, including clinical psychologists, were clearly 
affected by the ruling 'that psychotherapists who know or 
should know of their patient''s likelihood of inflicting injury 
on identifiable third parties have an obligation to take 
 ^ reasonable steps to protect the potential victim'. In the
United States Monahan (1993a) has written guidelines to reduce 
the possibility of legal action against therapists. Although 
this duty to protect ruling does not (necessarily) apply in
the United Kingdom, Monahan's guidelines are extremely useful
helping to provide a framework for a debate concerning good 
} practice - particularly, but not only, in the context of work
with mentally disordered offenders in high security hospitals 
(see McMurran, 1995). The guidelines cover the five areas of 
risk assessment, risk management, documentation, policy and 
damage control and are summarised in Table 1.2.
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Area Summary of Monahan's guidelines
Risk assessment The clinician, besides being 
familiar with assessment, diagnosis 
and treatment of individuals, should 
also be familiar with the basic 
concepts in risk assessment (eg. 
predictor and criterion variables, 
true and false positives, etc.).
Risk management There should be reasonable steps 
taken to prevent violence in 
patients; it is essential to develop 
a plan to manage the observed risk 
and to monitor patient adherence 
with that plan.
Documentation There should be documentation of 
information received and actions 
taken (ie. 'building the record' to 
limit exposure to litigation).
Policy Written guidelines should reflect 
the minimal standards necessary for 
competent professional practice - 
not the ideals of unlimited 
resources. The rule should be to 
state policy in the resource- 
constrained world of clinical 
practice.
Damage control Risk assessment and risk management 
involve probabilistic judgements. If 
a 'wrong' judgement has been made 
and a serious act of violence takes 
place clinicians must not take 
actions that are 'unwise, unethical 
and sometimes illegal'.
Table 1.2: Minimising risk: Summary of guidelines from Monahan 
(1993).
It is of note that these principles have been partly 
incorporated in guidelines for patient-therapist 
confidentiality for clinical psychologists in high-security 
hospitals (see Reid and Bromley, 1998b).
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1.3.4 Multidisciplinary teams
Clinical psychologists in high security settings traditionally 
work alongside other mental health professionals in 
multidisciplinary teams. This can raise problems concerning 
confidentiality issues, especially as clinical psychologists 
work therapeutically in one-to-one settings with patients. 
Clearly, issues of confidentiality within multidisciplinary 
team work is important.
Although dealing specifically with multidisciplinary issues in 
child protection, Morrison (1992) makes several salient points 
about clinical team work in general. For example, 'clinicians 
within the team have differing roles, training, philosophy, 
priorities and legal status'. Morrison raises important issues 
that need to be dealt with if good multidisciplinary working 
is to take place. It seems clear that this is often not the 
case and, in particular, methodology for resolving the 
inevitable problems in such team work is deficient (as 
implied, for example, in Bromley, 1996, and Chipchase and 
Herbert, 1996).
In 1992 a working group at Ashworth Hospital reported the 
findings of a survey concerning the working of 
multidisciplinary teams at that time. The conclusions 
indicated that whilst there were broad areas of agreement 
between team members about the role of the teams in patient 
care and the role of the individual team members within the 
teams, the teams are perceived as operating at below their 
optimum level. Research on conformity and obedience (eg. Asch, 
1958, and Milgram, 1974) arguably has a bearing on 
multidisciplinary team working. Conformity is a group 
phenomenon and it is highly probable that there are overt and 
covert pressures for individuals in teams to conform (eg. to 
more powerful group members). In the Ashworth survey it was
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found that the consultant psychiatrist was seen to have the 
most influence followed in order by the nurse, clinical 
psychologist, social worker, occupation representative, and 
education representative. It could be argued that this may 
represent an in-balance of power within the teams presenting 
ethical difficulties for therapists in the teams concerning 
issues of confidentiality.
We also need to be aware of professional guidelines for 
working in teams particularly in their relevance to 
confidentiality issues. For example, a BPS report (1991) 
concerning responsibility issues in clinical psychology and 
multidisciplinary teamwork discusses some of the issues 
involved in psychologists' teamwork. One of the key questions 
for team members is: 'Has a procedure been agreed for
obtaining clients' or guardians' consent to the sharing of 
confidential information within the Team?' (Guardians' consent 
here refers to cases concerning minors). The American 
Psychological Association (1992), in its ethical principles of 
psychologists and code of conduct, gives guidelines on privacy 
and confidentiality. For example, unless it is not feasible or 
contraindicated, the discussion of confidentiality should 
occur at the onset of the therapeutic/research relationship 
and thereafter as new circumstances may warrant.
Steere (1984), Pope and Vetter (1992) and Lindsay and Colley 
(1995) discuss the history of the development of ethical codes 
in psychology generally and clinical psychology specifically. 
For example, Pope and Vetter (1992) state that although the 
American Psychological Association (APA) was founded in 1892 
there was no formal code of ethics for 60 years. A committee 
on Scientific and Professional Ethics was created in 1938 and 
began handling complaints on an informal basis and by 1947 the 
committee recommend that the APA develop a formal code. 
Importantly the APA decided to create 'an empirically
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developed code' (Hobbs, 1948). Pope and Vetter state that this 
) was 'based on an investigation of the ethical dilemmas
encountered by a "representative sample of members": The
research itself would involve the collection, from 
psychologists involved in all of the various professional 
activities, of descriptions of actual situations which 
required ethical decisions ... a survey collecting examples of 
the ethical dilemmas encountered by APA members led to a draft 
code that was refined and approved in 1952'. Hobbs (1948) said 
the process would produce 'a code of ethics truly indigenous 
to psychology, a code that could be lived' . Importantly, Pope 
and Vetter point out that the committee anticipated that the 
code would have to periodically revised and updated. 
Incorporated into the unique nature of the code was also 
basing revisions on recent critical incidents provided by
psychologists to maintain an ethical code that was
contemporary and therefore accepted by the majority of
psychologists directly affected by it. The APA never again 
conducted a mail survey of its membership as a basis for
revising the general ethics code; however. Pope and Vetter 
(1992) conducted such a task. A random sample of 1,319 APA 
> members were asked to describe incidents that they found
ethically challenging or troubling. Responses form 67 6 
psychologists described 703 incidents in 23 categories. They 
saw the work as useful for considering possible changes to the 
code of ethics and to preserve the original APA approach of 
identifying ethical principles that realistically address 
dilemmas confronted in the day-to-day work of psychologists.
Pope and Vetter (1992) used a simple survey form which merely 
asked participants to 'describe, in a few words or more detail 
an incident that you or a colleague have faced in the past 
year or two that was ethically challenging or troubling to 
you' .
-265-
Clearly the Pope and Vetter (1992) study is important; 
however, there is a need to gather information concerning 
ethical dilemmas specifically faced by clinical psychologists. 
Reid and Bromley (1998b) argue for training workshops 
concerning the interface between clinical practice and ethical 
dilemmas. However, it is necessary to investigate the content 
and extent of ethical dilemmas faced by clinical psychologists 
in order to plan and achieve this. There have been two recent 
surveys concerning ethical dilemmas in psychology. Lindsay and 
Colley (1995) state that 'one of the responsibilities of a 
professional society such as the British Psychological Society 
(BPS) is to regulate the behaviour of its members' . They 
discuss some of the ethical issues faced by psychologists and 
point out that 'a postgraduate professional training course in 
applied psychology will include education in ethical 
principles and experience of decision making when faced by 
ethical dilemmas'. They also discuss the approaches of various 
psychological societies of different countries to the setting 
of ethical standards. In their paper, results from a recent 
BPS survey concerning ethically troubling incidents based on 
Pope and Vetter's methodology are presented and compared to 
Pope and Vetter's APA findings. Table 1.3 summarises the BPS 
and APA findings for ethically troubling incidents by
psychologists.
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Category BPS per cent 
of incidents 
experienced 
(numbers in 
brackets)
APA per cent 
of incidents 
experienced 
(numbers in 
brackets)
Confidentiality 17% (46) 18% (128)
Research 10% (26) 4% (29)
Questionable
intervention
8% (20) 3%(20)
Colleagues' conduct 7% (19) 4% (29)
School psychology 7% (19) 2% (15)
Sexual issues 6% (17) 4% (28)
Assessment 6% (15) 4% (25)
Organizational 5% (14) 1% (9)
Dual relationships 3% (8) 17% (116)
Payment matters 3% (8) 14% (97)
Academic/training 3% (9) 8% (57)
Competence 3% (8) 3% (20)
Supervision 3% (7) 2% (13)
Forensic 2% (5) 5% (35)
Ethics
codes/committees
2% (6) 2% (17)
Publishing 1% (3) 2% (14)
Advertising 1% (2) 2% (13)
Medical issues 1% (3) 1% (5)
Ethnicity 1% (2) 1% (4)
Treatment records 1% (3) 1% (4)
Helping the 
financially stricken
0% (0) 2% (13)
Termination 0% (0) 1% (5)
Miscellaneous 9% (23) 1% (7)
TABLE 1.3: BPS and APA findings for ethically troubling
incidents by psychologists (adapted from. Pope and Vetter, 1992 
and Lindsay and Colley, 1995) .
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Most participants in the BPS study were clinical psychologists 
(57%). As can be seen from the table confidentiality was the 
area most reported as being 'ethically troubling' in both the 
BPS and APA samples. However, there are some differences 
across the samples; most notable are the relatively small 
percentages for 'dual relationships' and 'payment matters' in 
the BPS sample compared to the APA sample. Besides presenting 
statistical data concerning ethical dilemmas both the APA and 
BPS surveys present important 'case vignette' descriptions of 
some of the key dilemmas. For example, the following represent 
examples of dilemmas of confidentiality:
'One girl underwent an abortion without the knowledge of her 
foster parents—  I fully evaluated her view of the adults' 
inability to be supportive and agreed but worried about our 
relationship being damaged if I was discovered to know about 
the pregnancy and her action' (from the APA survey), and,
'Sexually abused adult male who started to recall the abuse 
and the perpetrator but did not want to take the issue any 
further. The problem was that the perpetrator was working in 
a situation where he had daily contact with young children. 
Should I betray the confidentiality or should I remain silent 
and continue to let the children be at risk?' (from the BPS 
survey).
1.4 Aims of the present study
Clearly there are a number of areas where clinical 
psychologists face ethical dilemmas. The aim of this research 
is to gather further information concerning ethical dilemmas 
faced by clinical psychologists via a questionnaire study.
Although the APA and BPS surveys provide useful insights into
—2 68“
ethical dilemmas experienced by psychologists generally, there 
is a need for future research to focus in more detail on the 
main group of respondents in the BPS survey, namely clinical 
psychologists as a group and. in the differing settings in 
which they work. This is a key aim of the present 
questionnaire survey of a sample of clinical psychologists 
working in secure settings (Special Hospitals and Regional 
Secure Units (RSUs)) and clinical psychologists working in 
other settings (ie. the adult, child, elderly, neuropsychology 
and learning disability specialisms; also, trainee clinical 
psychologists). The clinical psychologists were requested to 
focus on incidents over the last 24 months that were 
'ethically troubling' to them and to rate them for their 
presence and intensity (see section 2 of questionnaire in 
appendix 7.2) . The study is similar to the APA and BPS surveys 
since respondents were also requested to: 'Describe in the box 
provided in a few words, or more detail an incident ... that 
you experienced over the last 24 months that was ethically 
troubling to you' (see section 3 of the questionnaire in 
appendix 7.2).
The general aim of the study is to investigate the presence 
and extent of ethical dilemmas experienced by clinical 
psychologists working in secure and non-secure settings. For 
example, since clinical psychologists in secure settings work 
with legally detained offenders it could be hypothesised that 
they will find the ethical dilemmas they encounter more 
'ethically troubling' compared with clinical psychologists in 
other settings. This would follow on from commentaries by such 
as Pilgrim (1987, 1988, 1995a and 1995b), Pilgrim and
Eisenberg, (1985) who are critical of the 'non-therapeutic' 
nature of the Special Hospitals; if this assertion is upheld 
then it could be argued that all secure settings are 
fundamentally 'non-therapeutic' and this causes ethical 
dilemmas and conflict for clinical psychologists working in
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these settings. 'Treatability' of patients suffering from 
'psychopathic disorder' is more likely to be ethically 
'troublesome' to clinical psychologists working in secure 
settings; as pointed out above there is a continuing 
unresolved controversy surrounding the concept of 
'psychopathic disorder'. Clinical psychologists working in 
secure settings are perhaps more likely to have difficulties 
with 'role-conflict'; as pointed out above both the patient 
and criminal justice system may have claims to be the 
'client'. However, Thomas-Peter and Howells (1996), although 
pointing out that clinical psychologists working in the 
'forensic specialism' (ie. in secure settings) are more likely 
to have their work publicly scrutinised (eg. by the legal 
system), state that much of their work does not differ from 
other clinical psychologists. From this it could be 
hypothesised that there will be no significant differences in 
the number or intensity of ethical dilemmas experienced by 
clinical psychologists, regardless of the setting in which 
they work.
Besides investigating specific hypotheses (see below) the 
study will also provide descriptive data in an area that, 
although important, has been relatively neglected in research. 
It is envisaged that this will stimulate hypotheses and new 
directions for future research in the area.
1.5 Hypotheses of the present study
1.5.1 Purpose of testing the hypotheses
As mentioned above there is a need to investigate ethical 
dilemmas experienced by clinical psychologists. Both the APA 
and BPS studies are lacking since they merely reflect the 
existence of certain types of dilemmas; they do not deal 
directly with .clinical psychologists, but psychologists
-270-
generally. Also, there is no measure of intensity or range of 
ethical dilemmas within subjects in the APA and BPS studies. 
However, both these studies are useful as a platform for the 
present study. They were useful in helping to generate 
material to construct a questionnaire to measure ethical 
dilemmas (experienced and their intensity); also, to generate 
hypotheses for the present study.
The hypotheses concern ethical dilemmas experienced by 
clinical psychologists working in secure settings versus 
clinical psychologists working in non-secure settings. The aim 
in testing the hypotheses is to ascertain whether clinical 
psychologists working in secure settings experience more 
ethical dilemmas and intensity (ie. are more 'troubled' by the 
dilemmas) than their colleagues in non-secure settings. If the 
former is supported then the view following on from Pilgrim 
will be supported; whereas, if the latter is supported then 
the view following on from Thomas-Peter and Howells will be 
supported (see above). Prior to this study there has been no 
quantitative research pointing to which view will be 
supported; without this work both positions may be said to be 
equally valid. Consequently, in the hypotheses outlined here 
both positions will be tested simultaneously.
The hypotheses under investigation fall into the following 
areas :
1.Quantification of the presence of ethical dilemmas 
experienced (from a 34-item questionnaire).
2. Quantification of the intensity of ethical dilemmas 
experienced (from a 34-item questionnaire).
3. Written descriptions of ethical dilemmas experienced (based 
on the methodology used in the APA and BPS studies).
4. Comparisons of data concerning presence of ethical dilemmas 
(from a 34-item questionnaire) , and written descriptions of 
ethical dilemmas experienced (based on the methodology used in 
the APA and BPS studies).
Specifically expressed the hypotheses under investigation are:
1. Presence of ethical dilemmas experienced (from a 34-item 
questionnaire):
• Clinical psychologists working in secure settings with
offender patients will experience a greater number of 
ethical dilemmas than clinical psychologists working in 
non-secure settings.
The null hypothesis is therefore that:
• Clinical psychologists working in secure settings with
offender patients will n o t  experience a greater number of 
ethical dilemmas than clinical psychologists working in 
non-secure settings.
2. Intensity of ethical dilemmas experienced (from a 34-item 
questionnaire; intensity refers to how 'ethically troublesome 
the dilemmas are perceived to be):
• Clinical psychologists working in secure settings with
offender patients will experience a greater intensity of 
ethical dilemmas than clinical psychologists working in 
non-secure settings.
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The null hypothesis is therefore that:
• Clinical psychologists working in secure settings with 
offender patients will n o t  experience a greater intensity 
of ethical dilemmas than clinical psychologists working 
in non-secure settings.
3. Written descriptions of ethical dilemmas experienced (based
on the methodology used in the APA and BPS studies):
# There will be differences in the types of ethical 
dilemmas reported by clinical psychologists working in 
secure settings with offender patients compared with 
clinical psychologists working in non-secure settings.
The null hypothesis is therefore that :
• There will be n o  differences in the types of ethical 
dilemmas reported by clinical psychologists working in 
secure settings with offender patients compared with 
clinical psychologists working in non-secure settings.
Also,
• There will be differences in the types of ethical 
dilemmas reported by the total sample of clinical 
psychologists in this study (ie. most to least important) 
compared with the APA and BPS studies of ethical dilemmas 
experienced by psychologists.
The underpinning for this hypothesis is that the current study
focuses only on clinical psychologists, whereas the APA and
BPS studies consisted of psychologists working in a range of
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areas, including clinical psychology and other fields of 
psychology.
4. Comparisons of data concerning presence and intensity of 
ethical dilemmas (from a 34-item questionnaire) , and written 
descriptions of ethical dilemmas experienced (based on the 
methodology used in the APA and BPS studies):
• There will be a difference in the category percentages of 
ethical dilemmas reported by the total sample of clinical 
psychologists in this study for the presence of dilemmas 
as indicated by the 34-item questionnaire (section 2) and 
the category percentages for the written descriptions of 
ethical dilemmas experienced (section 3).
The underpinning for this hypothesis is that the current study 
allows for a greater indication of ethical dilemmas by use of 
a 34-item questionnaire, whereas the APA and BPS studies 
comprised of written descriptions only. The current study also 
asks for a written description following a similar procedure 
to the APA and BPS studies, thus allowing this hypothesis to 
be tested.
2.0 METHOD
2.1 Participants:
The total population of clinical psychologists working in 
secure settings: ie. High Security Hospitals (the Special
Hospitals in England and the State Hospital, Carstairs in 
Scotland) and RSUs were invited to participate. Out of this 
population of 99 there were 45 questionnaires returned (a 44% 
return rate). This consisted of 32 participants working in 
RSUs and 13 working in Special Hospitals.
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The total population of clinical psychologists working in non- 
secure settings in the Merseyside Region were invited to 
participate. Out of this population of 180 there were 43 
questionnaires returned (a 24% return rate). This consisted of 
14 clinical psychologists working in adult mental health and 
smaller numbers working in learning disability (7), 'other' 
(7), child (5) , elderly (1), and neuropsychology (1); also 
included in this sample were 8 trainee clinical psychologists 
(it is of note that none of the trainee clinical psychologists 
had undertaken a training placement in a secure setting).
(A chi-square analysis was conducted to examine the proportion 
of completed and non-completed questionnaires between the two 
groups; ie. for the secure setting group 45 were completed and 
44 were not completed; for the non-secure setting group 43 
were completed and 137 were not completed. There was a highly 
significant difference between the two groups (chi-square = 
19.248, df = 1, significance = 0.00001)) .
2.2 The questionnaire (see appendix):
There were three questionnaires: one for clinical
psychologists working in secure settings (ie. Special 
Hospitals and Regional Secure Units (RSUs); one for clinical 
psychologists working in non-secure settings (ie. Adult, 
Child, Elderly, Learning Disability, Neuropsychology and 
'Other'); and, one for Trainee Clinical Psychologists. The 
only differences in the questionnaires concerned 'background' 
information as follows :
The secure setting participants were asked to indicate in a 
box whether they worked in a Special Hospital or a Regional 
Secure Unit; the non-secure setting participants were asked to 
indicate which specialism they currently worked in (the 
trainee clinical psychologists were asked to indicate whether
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they were in their first, second or third year of training).
The secure setting participants were asked to state the number 
of years worked with an offender population; the other 
participants were asked to indicate 'Yes' or 'No' as to 
whether or not they had worked exclusively with an offender 
population in the past; if 'Yes' they were asked to indicate 
the length of time in years.
This background information was requested in section 1 of the 
questionnaire.
There were 34 incidents adapted and extended from the 23 
categories in the BPS and APA surveys (see Table 1.2, above) . 
These are outlined as they appeared in the questionnaire in 
this study in Table 2.1, below. In developing the 
questionnaire a small preliminary pilot was conducted on three 
assistant psychologists. The purpose of the pilot was to 
ensure that areas for rating would have 'face validity' in 
that they would appear to focus on areas that might present 
ethical dilemmas specifically for clinical psychologists 
across a range of settings; also, that the questionnaire would 
be as 'user-friendly' as possible and relatively simple to 
complete. As a result of the pilot it was decided not to 
include the areas 'school psychology' and 'helping the 
financially stricken' that were categories in the APA and BPS 
surveys. Categories Academic/training, ethic codes/committees, 
supervision and competence were adapted to form the following 
areas which could be rated as independent areas that might 
cause ethical dilemmas in this study: 'Academic matter ,
'Training matter', 'Ethics codes', 'Committee', 'Receiving 
supervision', 'Supervising other(s)', 'Your competence and A
colleague's competence'. Two categories from the APA and BPS 
studies were re—labelled as it was considered that this would 
make them easier to understand. The category 'Organizational
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was labelled 'How your workplace is organised'; 'Dual 
relationships' was labelled 'Working with a colleague who is 
a friend or relative'; and, 'Miscellaneous' was labelled 'Any 
other incident'.
Also, a number of additional areas were included in the 
present study as follows : 'Giving psychological evidence to a 
court or tribunal about a patient's treatment', 'Media issue', 
'Working with other disciplines', 'Interviewing/selecting 
candidates for job(s)', 'Being interviewed/selected for job', 
'A patient who may not voluntarily seek therapy', 'Conflict of 
patient's needs with institution's/society's needs', 
'Prediction of patient's dangerousness', and 'Where there is 
a conflict of "Psychology Services" needs with those of 
management/institution'.
When completing section 2 of the questionnaire the clinical 
psychologists were requested to indicate 'Yes' or 'No' as to 
whether or not each incident presented an ethical dilemma. For 
any incident indicated 'Yes', they were also requested to rate 
the how 'ethically troubling' it was using a 5-inch visual 
analogue scale ranging from 0 to 100 (ie. '0' representing the 
incident as 'least ethically troubling as it could possibly 
be'; '100' representing the incident as ethically troubling as
it could possibly be').
The respondents were also requested to: 'Describe in the box
provided in a few words, or more detail an incident ... that 
you experienced over the last 24 months that was ethically 
troubling to you' (Section 3 of the questionnaire).
The respondents could make comments if they wished (Section 4 
of the questionnaire).
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Areas rated for presence/intensity of ethical dilemmas
1. Confidentiality
2. Research
3. 'Questionable' intervention
4. Colleagues' conduct
5. Academic matter
6. Sexual issue
7. Assessment
8. How your workplace is organised
9. Working with a colleague who is a friend or relative
10. Payment matter
11. Training matter
12. Giving psychological evidence to a court or tribunal 
about a patient's treatment
13. Receiving supervision
14. Forensic matter
15. Ethics codes
16. Committee
17. Publishing
18. Advertising
19. Medical issue
20. Ethnicity
21. Treatment records
22. Media issue
23. Termination issue
24. Supervising other(s)
25. Your competence
26. A colleague's competence
27. Working with other disciplines
28. Interviewing/selecting candidates for job(s)
29. Being interviewed/selected for job
30. A patient who may not voluntarily seek therapy
31. Conflict of patient's needs with institution's/ 
society's needs
32. Prediction of patient's dangerousness
33. Where there is a conflict of 'Psychology Services' 
needs with those of.management/institution
34. Any other incident
TABLE 2.1: The 34 areas adapted and extended from the APA and BPS 
studies used to measure the presence and intensity of ethical 
dilemmas experienced by clinical psychologists in the present 
study.
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2.3 PROCEDURE
It was a postal study. Participants were issued with their 
questionnaires in a sealed envelope addressed to them. All 
subjects received a cover letter which said:
'I am currently researching ethical dilemmas in Clinical 
Psychology.
I would be grateful if you completed the enclosed 
questionnaire and returned it to me in the envelope provided. 
If you decide not to complete the questionnaire then please 
return it.
Thank you in anticipation for your cooperation'.
2.4 TREATMENT OF DATA
The data was analysed by various comparisons from participants 
working in secure settings (ie. Special Hospitals and Regional 
Secure Units (RSUs)) with data from participants working in 
non-secure settings for the 34 incidents (Section 2 of the 
questionnaire). Each response from the visual analogue scale 
was scored prior to computer analysis. A 'Yes' response was 
scored between 'O' to '100'; a 'No' response was scored 0 
(ie. absent).
The written descriptions (Section 3 on the questionnaire) were 
'coded' into the 34 areas to enable comparisons.
The data was coded and analysed by the researcher; reliability 
was achieved since a research fellow was present throughout 
the coding and data analysis and agreement was achieved for 
all data coding and measurements from the questionnaires. This 
followed a similar procedure to that used by Pope and Vetter
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(1992) and Lindsay and Colley (1995) . Furthermore in this 
study the research fellow, independent of the researcher, 
checked and verified all the statistical analyses; these were 
all conducted by computer using the SPSS package.
3.0 RESULTS
Tables 3.1 and 3.2 give general background information 
concerning the participants.
Following these tables the hypotheses under investigation are 
dealt with in turn.
At the end of this section is a summarised outline of the 
written descriptions of ethical dilemmas experienced by the 
participants.
3.1 Description of participants in the study
Tables 3.1 and 3.2 give general background information 
concerning the participants. There were 88 participants, 
comprising of 38 males and 50 females. The mean age was 39.13 
years (standard deviation = 7.83) . The mean years worked as a 
clinical psychologist (this includes time spent in clinical 
psychology training) was 12.20 years(standard deviation = 
8.39). The mean years worked in current employment was 4.44 
years (standard deviation = 6.81). Table 3.1 shows this 
general background information as it applies to the differing 
settings in the study, namely adult mental health, child, 
learning disability, regional secure units, special hospitals, 
clinical psychology training and 'other'. As there was only 
one participant from both neuropsychology and elderly, these
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two participants were included in the 'other' group (this 
protects their confidentiality and allows their data to be
used in the analysis).
Table 3.2 shows the main psychological interventions perceived 
as being employed by the participants.
SETTING 
(Number of 
participants)
GENDER
Male Female
AGE
(Means/
S.D.s)
YEARS 
WORKED AS 
CLINICAL 
PSYCHOLOGIST
(Means/ 
S.D.s)
YEARS IN 
CURRENT 
EMPLOYMENT
(Means/ 
S.D.s)
YEARS
WORKED
WITH
OFFENDERS
(Means/ 
S.D.s)
All (88) 38 50 39.13(7.83)
12.20
(8.39)
4.44
(4.24)
4.90
(6.8i:
Adult (14) 10 40.29
(40.19)
13.86
(10.01)
5.50
(5.68)
0.07
(0.27)
Child (5) 39.20
(8.04)
13.40
(6.95)
2.80
(1.64)
1.30
(2.64)
Learning
Disability
(7)
41.29
(4.68)
15.43
(6.35)
5.86
(5.64)
0.86
(2.27)
R.S.U.
(32)
13 19 38.84
(6.85)
12.22
(7.53)
4.84
:4.67)
8.12
(7.00:
Special
Hospital
43.23
(9.83)
14.46
(10.60)
3.92
(2.76)
9.73
(7.80)
0.252.1330.62
(2 .20)
0.46(0.83)0.83)
3.22
(6.96)
4.03
(3.08)
12.11
(5.93)
38.44
(6.27)Other (9)
o f f e n d e r s .
-281-
SETTING
(Number of 
participants)
CRT PSYCHODYNAMIC SYSTEMIC CAT ECLECTIC OTHER
All (88) 54 5 3 1 22 3
Adult (14) 6 2 0 1 5 0
Child (5) 2 0 . 1 0 2 0
Learning
Disability
(7)
6 0 1 0 0 0
R.S.U.
(32)
20 1 0 0 11 0
Special
Hospital
(13)
8 1 1 0 0 3
Training
(8)
5 1 0 0 2 0
Other (9) 7 0 0 0 2 0
TABLE 3.2 : Main model of psychological intervention used by 
participants.
- 2 8 2 -
3.2 Results for the hypotheses under investigation:
Results for the hypotheses under investigation will be dealt 
with in turn:
3.2.1 Quantification of ethical dilemmas experienced (from a 
34-item questionnaire):
• Clinical psychologists working in secure settings with 
offender patients will experience a greater number of 
ethical dilemmas than clinical psychologists working in 
non-secure settings.
The null hypothesis is therefore that:
• Clinical psychologists working in secure settings with 
offender patients will not experience a greater number of 
ethical dilemmas than clinical psychologists working in 
non-secure settings.
Table 3.3 indicates the presence of ethical dilemmas (ie. 
'Yes' response on questionnaire) for participants working in 
secure settings (n = 45) versus participants working in other 
settings (n = 43) for each of the 34 items from the 
questionnaire. The percentages for each item (ie. from the 
total number of 'Yes' responses for each item) are given in 
brackets. Overall there were 1,014 'Yes' responses (509 from 
the secure setting group and 505 from the non-secure setting 
group) .
Only five of the 34 Mann-Whitney U values are significantly 
different ('Termination issue', 'Training issue' and 'Working 
with a colleague who is a friend or relative', 'Media issue' 
and 'Receiving supervision'). This supports the hypothesis 
that there will be no difference in the number of ethical
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dilemmas experienced by clinical psychologists working in 
secure settings with offender patients compared with clinical 
psychologists working in non-secure settings.
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Ethical dilemma category
Number and 
percentage 
of
incident 
categories 
reported 
for secure 
setting 
group
Number and 
percentage 
of incident 
categories 
reported 
for non- 
secure 
setting 
group
U-value Sig. 
Level 
(P = )
Colleagues' conduct 28 (5.50%) 25 (4.95%) 928 0.697
Confidentiality 38 (7.47%) 25 (4.95%) 870.5 0.247
Working with other disciplines 20 (3.93%) 27 (5.35%) 790 0.086
Conflict of patient's needs 
with institution's/ 
society's needs
33 (6.48%) 27 (5.35%) 8 65.5 0.291
Prediction of patient's 
dangerousnes s
29 (5.70%) 23 (4.55%) 861.5 0.299
How your workplace is 
organised
27 (5.30%) 27 (5.35%) 940.5 0.789
Assessment 19 (3.73%) 22 (4.36%) 881 0.403
'Questionable' intervention 30 (5.89%) 23 (4.55%) 840 0.209
Colleague's competence 23 (4.52%) 22 (4.55%) 967 0.996
A patient who may not 
voluntarily seek therapy
17 (3.34%) 17 (3.37%) 950.5 0.866
Conflict of 'Psychology 
Services' needs with those of 
management/ 
institution
20 (3.93%) 24 (4.75%) 857.5 0.289
Payment matter 15 (2.95%) 8 (1.58%) 825 0.118
Receiving supervision 9 (1.77%) 17 (3.37%) 778.5 0.046
Forensic matter 12 (2.36%) 14 (2.77%) 910.5 0.547
Treatment records 21 (4.13%) 20 (3.96%) 966 0.988
Termination issue 10 (1.96%) 18 (3.56%) 777.5 0.049
Interviewing/selecting 
candidates for job(s)
11 (2.16%) 11 (2.18%) 956.5 0.903
Research 11 (2.16%) 14 (2.77%) 889 0.402
Academic matter 5 (0.98%) 1 (0.20%) 850 0.132
Training matter 10 (1.96%) 19 (3.76%) 755 0.029
TABLE 3.3: Presence of ethical dilemmas (ie. 'Yes' response on
questionnaire) for participants working in secure settings (n = 
45) versus participants working in other settings (n = 43) .
Percentages (ie. of respondents in each group) are given in 
brackets. Mann-Whitney U-values for secure setting group versus 
non-secure setting group.
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Ethical dilemma category Number and 
percentage 
of
incident 
categories 
reported 
for secure 
setting 
group
Number and 
percentage 
of incident 
categories 
reported 
for non- 
secure 
setting 
group
U-value Sig. 
Level 
(P = )
Giving psychological evidence 
to a court or tribunal about a 
patient's treatment
14 (2.75%) 8 (1.58%) 846.5 0.178
Ethics codes 12 (2.36%) 13 (2.57%) 933 0.712
Committee 5 (0.98%) 7 (1.39%) 917.5 0.483
Ethnicity 10 (1.96%) 11 (2.18%) 935 0.713
Media Issue 15 (2.95%) 6 (1.19%) 780 0.034
Supervising other(s) 12 (2.36%) 12 (2.38%)
Your competence 17 (3.34%) 19 (3.76%) 905.5 0.543
Being interviewed/ 
selected for job
3 (0.59%) 6 (1.19%) 897 0.262
Any other incident 4 (0.78%) 4 (0.79%) 853 0.069
Sexual issue 15 (2.94%) 12 (2.38%) 915 0.583
Medical issue 10 (1.96%) 7 (1.39%) 910 0.483
Working with a colleague who 
is a friend or relative
1 (0.20%) 9 (1.78%) 786.5 0.006
Publishing 3 (0.59%) 6 (1.19%) 897 0.262
Advertising 0 (0%) 1 (0.20%) 850 0.132
TABLE 3.3 (continued) : Presence of ethical dilemmas (ie. 'Yes'
response on questionnaire) for participants working in secure 
settings (n = 45) versus participants working in other settings (n 
=43). Mann-Whitney U-values for secure setting group versus non- 
secure setting group.
-286-
3.2.2 Quantification of the intensity of ethical dilemmas 
experienced (from a 34-item questionnaire ; intensity refers to how 
'ethically troublesome' the dilemmas are perceived to be) :
• Clinical psychologists working in secure settings with 
offender patients will experience a greater intensity of 
ethical dilemmas than clinical psychologists working in non- 
secure settings.
The null hypothesis is therefore that :
• Clinical psychologists working in secure settings with 
offender patients will not experience a greater intensity of 
ethical dilemmas than clinical psychologists working in non- 
secure settings.
Table 3.4 gives the results of t-tests conducted comparing the 
intensity of dilemmas experienced for the items on the 
questionnaire (some items had low responses and could not be 
compared. Also, some of the comparisons had unequal variances and 
t-tests based on unequal variances were conducted; these are 
marked with an asterisk in the table and the differing degrees of 
freedom are indicated in brackets following the t-value).
There was only two significant differences in the t-tests (for 
'Training matter', t = -2.02, p = 0.047; and, 'Termination issue' , 
t = -2.81, p = 0.007) .
Overall, these results support the hypothesis that there will be 
no difference in the intensity of ethical dilemmas experienced by 
clinical psychologists working in secure settings with offender 
patients compared with clinical psychologists working in non- 
secure settings.
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Ethical dilemma category t-value 
(df = 
86)
Means for 
secure 
setting group 
(SDs in 
brackets)
Means for 
non-secure 
setting group 
(SDs in 
brackets
Sig. 
level 
(P =)
Colleagues conduct 0.33 42.51 (39.38) 39.65 (40.86) 0.739
Conflict of patient's 
needs with institution's/ 
society's needs
0.28 40.53 (33.58) 38.35 (38.89) 0.778
How your workplace is 
organised
1.02 40.47 (39.52) 32.28 (35.21) 0.309
Confidentiality* -0.33
(81.92)
34.18 (25.50) 36.19 (30.53) 0.739
Prediction of patient's 
dangerousness*
-0.66
(80.03)
30.31 (30.20) 35.16 (38.23) 0.513
Conflict of 'Psychology 
Services' needs with those of 
management/ institution*
-1.48 
(83.66)
26.67 (35.77) 38.74 (40.42) 0.142
A colleague's competence -0.04 32.16 (37.60) 32.44 (38.76) 0.972
'Questionable' intervention -0.16 30.40 (30.40) 31.53 (35.48) 0.872
Working with other 
disciplines
-0.78 26.62 (34.56) 32.30 (33.41) 0.436
Treatment records 0.03 23.51 (31.50) 23.28 (31.34) 0.972
Assessment -0.22 21.44 (31.03) 22.84 (29.63) 0.83
A patient who may not 
voluntarily seek treatment
-0.02 21.64 (30.64) 21.79 (32.31) 0.983
Forensic matter* -0.99
(81.17)
15.00 (27.60) 21.51 (33.77) 0.326
Sexual issue 0.22 18.04 (30.73) 16.60 (30.26) 0.825
Your competence -0.83 14.20 (24.16) 18.67 (26.46)
0.409
Training matter* -2.02
(81.34)
10.16 (23.40) 21.40 (28.49) 0.047
Termination issue* -2.81
(65.93)
7.67 (17.99) 23.16 (31.66) 0.007
Receiving supervision -1.22 10.87 (26.69) 18.21 (29.92)
0.227
Media issue* 1.88
(80.77)
19.38 (31.83) 8.21 (23.40) . 0.064
Ethics codes -0.52 11.51 (23.05) 14.30 (26.91)
0.602
TABLE 3.4: The intensity of ethical dilemmas experienced by
clinical psychologists in the present study. Comparisons of means 
(t-tests) for participants working in secure settings (n - 45) 
versus participants working in other settings (n = 43) for the 
items in the questionnaire.
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Ethical dilemma category t-value 
(df = 
86)
Means for 
secure 
setting group 
(SDs in 
brackets)
Means for 
non-secure 
setting group 
(SDs in 
brackets
Sig. 
level 
(P =)
Ethnicity* -1.25
(70.33)
8.44 (17.93) 14.79 (28.40) 0.217
Giving psychological 
evidence to a court or 
tribunal about a 
patient's treatment*
1.28
(81.56)
13.58 (25.89) 7.33 (19.47) 0.203
Research* -1.39
(73.81)
7.51 (16.34) 13.60 (23.91) 0.169
Interviewing/selecting 
candidates for a job(s)
0.2 10.98 (23.69) 9.95 (23.46) 0.839
Medical issue* 1.15
(81.47)
12.22 (25.55) 6.72 (19.16) 0.255
Payment matter 1.25 11.98 (22.23) 6.79 (16.24) 0.217
Academic matter -0.79 ' 7.40 (21.44) 11.19 (23.64) 0.433
Supervising other(s) -0.21 8.11 (16.01) 8.95 (21.26) 0.834
Committee* -1.11
(73.90)
5.00 (17.96) 10.35 (26.23) 0.27
Any other incident -0.08 6.67 (22.32) 7.05 (23.13) 0.938
Being
interviewed/selected for 
job
-0.06 4.78 (18.59) 5.00 (15.19) 0.951
Working with a colleague 
who is a friend or 
relative**
Publishing** - - - -
Advertising* * - - - -
TABLE 3.4 (continued): The intensity of ethical dilemmas
experienced by clinical psychologists in the present study. 
Comparisons of means (t-tests) for participants working in secure 
settings (n = 45) versus participants working in other settings (n 
= 43) for the items in the questionnaire.
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3.2.3 Written descriptions of ethical dilemmas experienced (based 
on the methodology used in the APA and BPS studies) :
• There will be differences in the types of ethical dilemmas 
reported by clinical psychologists working in secure settings 
with offender patients compared with clinical psychologists 
working in non-secure settings.
The null hypothesis is therefore that:
• There will be no differences in the types of ethical dilemmas 
reported by clinical psychologists working in secure settings 
with offender patients compared with clinical psychologists 
working in non-secure settings.
Also,
• There will be differences in the types of ethical dilemmas 
reported by the total sample of clinical psychologists in 
this study compared with the APA and BPS studies of ethical 
dilemmas experienced by psychologists.
Table 3.5 gives the number and percentages of incident categories 
for written descriptions of 'an incident ... that you experienced 
over the last 24 months that was ethically troubling to you'. In 
total 105 incidents were reported by 67 participants (33 working 
in secure settings and 34 working in non-secure settings).
Table 3.6 gives the Mann-Whitney U value (507.0) for the secure 
setting group versus the non-secure setting group comparing the 
percentages of each of the categories outlined in Table 3.5. This 
is not significant (p = 0.368) . This finding supports the null 
hypothesis that there is not a difference in the types of ethical 
dilemmas reported by clinical psychologists working in secure 
settings with offender patients compared with clinical
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psychologists working in non secure settings.
In order to compare the types of written descriptions in the 
present study with those of the APA and BPS studies the data was 
reanalysed as follows: The categories from the APA and BPS study 
that correspond to the categories in the current study from Table
1.2 were reanalysed to form newly calculated percentages of 
incidents that could be compared over the three studies. To form 
comparable data to the APA and BPS studies the categories 
'Academic matter' and 'Training matter' were totalled to form one 
category 'Academic/training'; 'Ethics codes' and 'Committee' were 
totalled to form one category, Ethics codes/committee'. The 
'Miscellaneous' category from the APA and BPS studies was not 
included; also, the 'Any other incident' category from the current 
study was not included. In all 20 items could be compared across 
the three studies as shown in Table 3.7.
Table 3.8 gives the Kruskal-Wallis H value for the one-way 
analysis of variance by ranks of the category percentages in Table 
3.7. The H value of 0.55 shows a non-significant relationship (p.
= 0.761). This supports the null hypothesis that there will be no 
difference in the types of ethical dilemmas reported by the total 
sample of clinical psychologists in this study compared with 
ethical dilemmas experienced by psychologists in the APA and BPS 
studies.
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Ethical dilemma category Number and 
percentage of 
incident 
categories 
reported for 
secure setting 
group
Number and 
percentage of 
incident 
categories 
reported for 
non-secure 
setting group
Colleaguesz conduct 11 (20.75%) 4 (7.69%)
Confidentiality 7 (13.21%) 6 (11.54%)
Working with other disciplines 2 (3.77%) 9 (16.98%)
Conflict of patient's needs with 
institution's/ 
society's needs
6 (11.32%) 3 (5.77%)
Prediction of patient's 
dangerousness
5 (9.43%) 2 (3.85%)
How your workplace is organised 3 (5.66%) 3 (5.77%)
Assessment 1 (1.89%) 4 (7.69%)
'Questionable' intervention 1 (1.89%) 3 (5.77%)
Colleague's competence 2 (3.77%) 2 (3.85%)
A patient who may not voluntarily 
seek therapy
1 (1.89%) 3 (5.77%)
Conflict of 'Psychology Services' 
needs with those of management/ 
institution
2 (3.77%) 1 (1.92%)
Payment matter 1 (1.89%) 1 (1.92%)
Receiving supervision 0 (0%) 2 (3.85%)
Forensic matter 0 (0%) 2 (3.85%)
Treatment records 1 (1.89%) 1 (1.92%)
Termination issue 2 (3.77%) 0 (0%)
Interviewing/ selecting candidates 
for job(s)
0 (0%) 2 (3.85%)
Research 0 (0%) 1 (1.92%)
Academic matter 1 (1.89%) 0 (0%)
Training matter 0 (0%) 1 (1.92%)
TABLE 3.5: Number and percentage of incident categories reported 
for written descriptions of 'an incident ... that you experienced 
over the last 24 months that was ethically troubling to 
you' (Section 3 of the questionnaire) : Data for secure setting
group (n = 33) versus non-secure setting group (n = 34). Overall 
the participants described 105 incidents.
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Ethical dilemma category Number and 
percentage of 
incident 
categories 
reported for 
secure setting 
group
Number and 
percentage of 
incident 
categories 
reported for 
non-secure 
setting group
Giving psychological evidence to 
a court or tribunal about a 
patient's treatment
1 (1.89%) 0 (0%)
Ethics codes 0 (0%) 1 (1.92%)
Committee 1 (1.89%) 0 (0%)
Ethnicity 1 (1.89%) 0 (0%)
Media Issue 1 (1.89%) 0 (0%)
Supervising other(s) 1 (1.89%) 0 (0%)
Your competence 0 (0%) 1 (1.92%)
Being interviewed/ 
selected for job
1 (1.89%) 0 (0%)
Any other incident 1 (1.89%) 0 (0%)
Sexual issue 0 (0%) 0 (0%)
Medical issue 0 (0%) 0 (0%)
Working with a colleague who is a 
friend or relative
0 (0%) 0 (0%)
Publishing 0 (0%) 0 (0%)
Advertising 0 (0%) 0 (0%)
TABLE 3.5 (continued): Number and percentage of incident
categories reported for written descriptions of 'an incident ... 
that you experienced over the last 24 months that was ethically 
troubling to you1 (Section 3 of the questionnaire) : Data for
secure setting group (n = 33) versus non-secure setting group (n 
= 34). Overall the,participants described 105 incidents.
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Comparison Mann-Whitney 
U value
Significance 
Level 
(P = )
Secure setting 
group with non- 
secure setting 
group
507 0.368
TABLE 3.6: Comparison of the secure setting group with the non- 
secure setting group: Mann-Whitney U value for percentages of each 
of the categories outlined in Table 3.5 (ie. the permitted 
comparisons; those categories that did not have an incident 
recorded for both groups were not used in this comparison).
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Category BPS study: per 
cent of incidents 
experienced
APA study: per 
cent of incidents 
experienced
Current study: 
per cent of 
incidents 
experienced
Confidentiality 20.50% (1) 18.56% (1) 20.31% (2)
Research 12.05% (2) 4.12% (5) 1.56% (14.5)
Onestionable 
intervention
9.64% (3) 3.09% (10.5) 6.25% (6)
Colleagues'
conduct
8.43% (4) 4.12% (8) 23.44% (1)
Sexual issues 7.23% (5.5) 4.12% (8) 0%(18)
Assessment 7.23% (5.5) 4.12% (8) 7.81%(4.5)
Organiz ational 6.02% (7) 1.03% (18) 9.38% (3)
Dual
relationships
3.61% (10) 17.53% (2) 0%(18)
Payment matters 3.61% (10) 14.43% (3) 3.13%(10)
Academic/
training
3.61% (10) 8.25% (4) 3.13%(10)
Competence 3.61% (10) 3.09% (10.5) 7.81% (4.5)
Supervision 3.61% (10) 2.06% (13.5) 3.13%(10)
Forensic 2.41% (13.5) 5.15% (6) 3.13%(10)
Ethics codes/ 
committees
2.41% (13.5) 2.06% (13.5) 3.13%(10)
Publishing 1.20% (17) 2.06% (13.5) 0% (18)
Advertising 1.20% (17) 2.06% (13.5) 0% (18)
Medical issues 1.20% (17) 1.03% (18) 0% (18)
Ethnicity 1.20% (17) 1.03% (18) 1.56% (14.5)
Treatment
records
1.20% (17) 1.03% (18) 3.13%(10)
Termination 0% (20) 1.03% (18) 3.13% (10)
TABLE 3.7: Summary of permitted comparisons of the BPS and APA
findings for ethically troubling incidents by psychologists 
(adapted from Pope and Vetter, 1992 and Lindsay and Colley, 1995) 
and findings from the current study: Percentages for samples
(ranks in brackets).
Comparison Kruskal- 
Wallis 
H value
Degrees of 
freedom
Significance 
Level 
(P = )
APA study, BPS 
study with present 
study
0.55 2 0.761
TABLE 3.8: Comparisons of the APA, BPS and current study: Kruskal- 
Wallis one-way analysis of variance by ranks for the percentages 
of each of the twenty categories outlined in Table 3.7. (The H 
value shown has been corrected for ties).
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3.2.4 Comparisons of data concerning presence and intensity of 
ethical dilemmas (from a 34-item questionnaire) , and written 
descriptions of ethical dilemmas experienced (based on the 
methodology used in the APA and BPS studies) :
• There will be a difference in the category percentages of 
ethical dilemmas reported by the total sample of clinical 
psychologists in this study for the presence of dilemmas as 
indicated by the 34-item questionnaire (section 2) and the 
category percentages for the written descriptions of ethical 
dilemmas experienced (section 3).
Table 3.9 gives the number and percentage of incident categories 
reported for written descriptions of 'an incident . . . that you 
experienced over the last 24 months that was ethically troubling 
to you' (Section 3 of the questionnaire) : Data for all
participants (67 participants from the total sample described 105 
incidents); Number and percentage of questionnaire incident
categories reported (88 participants gave 1,014 'Yes' responses).
Table 3.10 gives the Mann-Whitney U value for the written 
descriptions and the questionnaire 'Yes' responses for the
percentages of each of the categories outlined in Table 3.9.
The Mann-Whitney U value of 463.0 is not significant (p. = 0.157). 
This supports the null hypothesis that there will be no difference 
in the types of ethical dilemmas reported by the total sample of 
clinical psychologists in this study for presence of dilemmas as 
indicated by the 34-item questionnaire (section 2) and the written 
descriptions of ethical dilemmas experienced (section 3).
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Ethical dilemma category Number and 
percentage 
of written 
incident 
categories 
reported
Number and 
percentage of 
questionnaire 
incident 
categories 
reported
Colleagues' conduct 15 (15.75%) 53 (5.23%)
Confidentiality 13 (13.65%) 63 (6.21%)
Working with other disciplines 11 (11.55%) 47 (4.64%)
Conflict of patient's needs with 
institution's/ 
society's needs
9 (9.45%) 60 (5.92%)
Prediction of patient's dangerousness 7 (15.38%) 52 (5.13%)
How your workplace is organised 6 (6.3%) 54 (5.33%)
Assessment 5 (5.25%) 41 (4.04%)
'Questionable' intervention 4 (4.20%) 53 (5.23%)
Colleague's coupetence 4 (4.20%) 45 (4.44%)
A patient who may not voluntarily seek 
therapy
4 (4.20%) 34 (3.35%)
Conflict of 'Psychology Services' needs 
with those of management/ 
institution
3 (3.15%) 44 (4.34%)
Payment matter 2 (2.10%) 23 (2.27%)
Receiving supervision 2 (2.10%) 26 (2.56%)
Forensic matter 2 (2.10%) 26 (2.56%)
Treatment records 2 (2.10%) 41 (4.04%)
Termination issue 2 (2.10%) 28 (2.76%)
Interviewing/
selecting candidates for job(s)
2 (2.10%) 22 (2.17%)
Research 1 (1.05%) 25 (2.47%)
Academic matter 1 (1.05%) 6 (0.59%)
Training matter 1 (1.05%) 29 (2.86%)
TABLE 3.9: Number and percentage of incident categories reported 
for written descriptions of 'an incident ... that you experienced 
over the last 24 months that was ethically troubling to you' 
(Section 3 of the questionnaire) : Data for all participants (67 of 
the total sample described 105 incidents); Number and percentage 
of questionnaire incident categories reported (88 participants 
gave 1,014 'Yes' responses).
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Ethical dilemma category Number and 
percentage 
of written 
incident 
categories 
reported
Number and 
percentage of 
questionnaire 
incident 
categories 
reported
Giving psychological evidence to a court 
or tribunal, about a patient's treatment
1 (1.05%) 22 (2.17%)
Ethics codes 1 (1.05%) 25 (2.47%)
Committee 1 (1.05%) 12 (1.18%)
Ethnicity 1 (1.05%) 21 (2.07%)
Media Issue 1 (1.05%) 21 (2.07%)
Supervising other(s) 1 (1.05%) 24 (2.37%)
Your competence 1 (1.05%) 36 (3.55%)
Being interviewed/ 
selected for job
1 (1.05%) 9 (0.89%)
Any other incident 1 (1.05%) 8 (0.79%)
Sexual issue 0 (0%) 27 (2.66%)
Medical issue 0 (0%) 17 (1.68%)
Working with a colleague who is a friend 
or relative
0 (0%) 10 (0.99%)
Publishing 0 (0%) 9 (0.89%)
Advertising 0 (0%) 1 (0.10%)
TABLE 3.9 (continued): Number and percentage of incident
categories reported for written descriptions of 'an incident ... 
that you experienced over the last 24 months that was ethically 
troubling to you' (Section 3 of the questionnaire): Data for all 
participants (67 of the total sample described 105 incidents); 
Number and percentage of questionnaire incident categories 
reported (88 participants gave 1,014 'Yes' responses).
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Comparison Mann-Whi tney 
U value
Signif i cance 
Level 
(P = )
Written categories 
compared with 'Yes' 
response categories 
from questionnaire
463 0.157
TABLE 3.10: Comparison of the written categories with 'Yes'
response categories from questionnaire : Mann-Whitney U value
(corrected for ties) for percentages of each of the categories 
outlined in Table 3.9.
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3.2.5 Summary of the written descriptions of ethical dilemmas 
experienced by the participants :
Outlined here are examples from Section 3 of the questionnaire; 
this is the written responses from the participants for the 
request to:
'Describe in the box provided in a few words, or more detail if 
you wish, an incident from section 2 that you experienced over the 
last 24 months that was ethically troubling to you. (Please do not 
include any information that could identify yourself or any other 
person) ' .
For ease of analysis these responses were placed in one of the 34 
categories from section 2 of the questionnaire (see Table 2.1, 
above). The appendix gives the written responses in their 
entirety.
1.Confidentiality
'Disclosing child protection issues against a client's wishes to 
Social Services. Being unsure of the meaning of the conflict 
between the hospital rules of confidentiality and the legal 
responsibility set out in the Children's Act'. (From non-secure 
setting).
'Whether to inform the parents of a child under the age of 16 
years that she was sexually abused by a friend of the family. The 
young person didn't want the parents to know, but they knew 
something was wrong and were aware of professional involvement and 
concern'. (From non-secure setting).
'Confidentiality relating to a Mental Health Review Tribunal and 
general ward feedback. I was asked by a patient to prepare a 
tribunal report and attend. In the tribunal I was asked about 
details of the therapy that I felt breached confidentiality; these 
were then fed back in general way to staff. Although there were no 
complaints from the patient, who was obviously there,
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professionally I felt this raised an ethical issue about
confidentiality.' (From secure setting).
'Confidentiality ... I think this is always compromised in a
Special Hospital as far as patients are concerned ... I don't
think it is particularly the fault of psychologists, but sometimes 
the information they report is misconstrued by other staff in a 
manner that can be detrimental to the interest of the patients . . . 
what 1 say about patients is therefore carefully thought through 
to minimise t h is'. (From secure setting).
2. Research
'A research project using nursing students to pilot a
questionnaire on childhood sexual abuse. There was concern that 
this experience might bring up the past for some participants' . 
(From non-secure setting).
3 .  ' Q u e s t i o n a b l e '  i n t e r v e n t i o n
'Being asked to support and advise a 'laughter' therapy group. I 
declined on grounds of.lack of knowledge or expertise. There was
subsequent negative feedback via the "grapevine" concerning a 
patient's response to this group'. (From non-secure setting)
'This concerns "Questionable Intervention". A  primary nurse had 
drawn up a treatment plan for a newly admitted p a t ient. The 
treatment plan was for the nurse to carry out. It was not based on 
an assessment of the patient, it had no grounding or basis in any 
psychological theory and was, as a result, simplistic and 
potentially abusive'. (From secure setting).
4. C o l l e a g u e s '  c o n d u c t
'In my role as psychologist and manager I am often called to 
question other colleagues professional conduct ... for example, 
use of threats, poor practice, misconduct, sexual harassment,
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bullying'.(From non-secure setting).
'A previous psychologist illegally destroyed patient files and 
records when he/she left post'. (From non-secure setting).
'Situation occurred in which I had written a report following a 
risk assessment, of an adult male. My conclusions, based on 
psychometric assessment and the client's performance in a group 
treatment setting, stated that he was a risk to the physical well 
being of his young sons who had allegedly been physically abused 
by my client. A colleague came back to me 7 months later, asked me 
to change my conclusions on grounds that client's ex-wife was also 
now abusive and sons "would be better with their father". I drd 
not change my conclusions, but was subjected to much criticism and 
harassment by my colleague'.(From secure setting).
'Colleague's conduct ... the extent to which input to patients on 
the secure unit from psychology suffers as a result of colleague 
working with other non-health a g e n c i e s  and earning a fee in NHS
time'.(From secure setting).
'A colleague sexually harassing a psychology assistant . (Fr 
secure setting).
'Psychologists charging for solicitors' reports, doing the 
assessment and report writing during work time (ie. being double 
paid) and defending this practice on the grounds that 
psychiatrists are entitled to additional payments under Category 
2 earnings'.(From secure setting).
5- Academic matter _
'Teaching staff being ill-informed compared to trainees' . (From 
secure setting).
6- Sexual issue
Nil
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7. Assessment.
'Assessing parenting skills in a woman with learning disability 
and how that information is used: ie. the decision concerning care 
proceedings versus the design of an adequate support package. This 
represents a serious challenge to the rights of women with 
learning disabilities' . (From non-secure setting).
'Assessment ... I  feel that psychologists are obsessed with 
assessment for the sake of it ... surely patients should be 
assessed for a treatment intervention which will or will not 
follow on from the assessment ... this does not seem to be the 
case and is in my view clearly unethical'. (From secure setting).
'Being asked and expected to carry out assessments for the sake of 
it: ie. because everyone has the same package of assessment,
rather than because the assessment is related to individual 
needs'.(From non-secure setting).
8 . How your workplace is organised.,
'Assessing people who have waited up to nine months for an
appointment, only to add their names to a waiting list for 
intervention'. (From non-secure setting).
'There is much about the climate and practice in a Special
Hospital which challenges how the hospital is organised. For
example, the way in which information is discussed during team 
meetings and passed freely between teams, wards, etc. is set up 
for the system and not for the patient. There are so many examples 
I could write p a g e s ! ! Also, ethical practice is often undermined 
or discouraged as somehow 'soft' or inappropriate given the
patient's history or level of risk ... this is a hard culture 
challenge!'(From secure setting).
'How my workplace is organised ... quite simply the hospital 
shambles ... psychologists have no real power and the whole
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purpose seems to keep the medical model dominant at the exclusion 
of everything else ... the dilemma is whether or not I should work 
in such an immoral environment'.(From secure setting).
'This concerns "How your workplace is organised" .. . one of the 
placements I have attended brought in a policy (in response to 
Government standards on waiting times) of prioritising 
assessments. Resources for treatment are limited and this results 
in clients being placed on a second waiting list for treatment. 
When this was implemented, clients were waiting for about six 
months for an assessment and then being asked to wait again. The 
Government standard of 13 weeks maximum waiting time was not being 
met anyway and I wonder whether that will be met in the future. I 
wonder about the effectiveness and utility of a service which 
assesses, makes recommendations, but then these cannot be carried 
out. I also worry about how clients of the service are benefiting, 
if at all'.(From non-secure setting).
9. Working with a colleague who is a friend or relative 
Nil
10. Payment matter
'Colleague getting paid by a newspaper' . (From secure setting) .
'Allocating some work time to preparing reports for which I was 
paid, even though that time is easily counter-balanced by long 
working hours'.(From non-secure setting).
11. Training matter
'Use of unnecessarily abusive physical interventions (eg. use of 
pair breakaway/restraint) in managing challenging behaviour 
training workshops'.(From non-secure setting).
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12. Giving psychological evidence to a court or tribunal about a 
patient's treatment
'I think psychologists sometimes forget that the research evidence 
shows that mental health professionals are notoriously poor when 
making predictions about their patients future behaviour 
however, I feel this is sometimes completely forgotten when 
questions in this area are answered by psychologists in 
courts/tribunals ... in short I do not think we are the experts we 
arrogantly feel we are and this is obviously an ethical 
dilemma'.(From secure setting).
13. Receiving supervision
'Supervision is often mediocre and poor, but what do you do?' (From 
non-secure setting).
'Poor supervision. It is very punitive and I also have anxieties 
about being able to offer less than is required because of time 
and resource restraints'.(From non-secure setting).
14. Forensic matter
'Working to provide assessments to . court when there are 
assumptions within the legal framework that an expert is just 
that. The system does not easily differentiate areas of expertise 
within the mental health field and may expect too much. 
Similarly, the system may not "wish to respond" if this issue is 
raised as the issue of where to find an alternative expert may be 
problematic.
In addition, within the court arena treatment and therapy/support 
needs may be very evident and solutions suggested require access 
to other services. The provision of such services is however out 
of one's control and the local health authority may choose not to 
provide a service'.(From non-secure setting).
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15. Ethics codes
'Balancing need to introduce service charges/projects with 
ethical committee rules which involve lengthy procedures'. (From 
non-secure setting).
16. Committee
'Committee ... I was a member of a committee within the hospital 
that was supposed to be concerned with the hospital-wide provision 
of psychological interventions ... although the intention was good 
it was effectively "gate-crashed" for the interests of psychiatry 
at the hospital ... I was faced with a clear ethical dilemma and 
decided to leave the committee although I still am unsure as to 
whether this was the correct course of action'.(From secure 
setting).
17. Publishing 
Nil
18. Advertising 
Nil
19. Medical issue 
Nil
20. Ethnicity
'Ethnicity ... I think that there can sometimes be a serious 
cultural conflict of interest between the rights empowerment of 
separate disadvantaged groups. This is particularly in ethnic 
minorities with respect to the rights of women and women's issues 
... In assessing one particular male Asian client, I came across
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my own conflict of ethics and moral principles about how you 
assess what is okay and not okay given potentially very different 
cultural backgrounds, perspectives and attitudes to relationships 
...My own concerns were about "ethnicity" being used in a way to 
justify what is not acceptable behaviour and very serious criminal 
offending in someone from an ethnic minority background'.(From 
secure setting).
21. Treatment records
'Failure to keep correct or up to date case records ... this is my 
failure, but it is clearly wrong and my failure to do what I think 
others should do bothers me'.(From non-secure setting).
'Disclosing sloppy treatment records to audit committee'.(From 
secure setting).
22. Media issue
'Indiscrete courting of news media'.(From non-secure setting).
23. Termination issue
'Not knowing whether termination of a case is fair, although I 
think it is appropriate'. (From secure setting).
24. Supervising other(s)
'Having to supervise someone whilst having severe doubts about 
their suitability to work in the speciality'.(From secure 
setting).
25. Your competence
'A patient who severely self-harmed: apart from the normal
distress from the incident, I was troubled by thoughts that I had
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not carried out therapy as competently as I might. I did lots of 
questioning of my professional competence . . . for example "I 
should have" ... these ideas were repudiated by my colleagues'. 
(From non-secure setting).
26. A colleague's competence
'How one tackles colleagues who are in higher positions about 
their competence and behaviour. There is a lack of rules or 
institutional guidelines which make it difficult to know how to 
proceed'. (From non-secure setting).
'Concern over a colleague's competence in the management and 
treatment of a case. There was over involvement and boundary 
issues. This was also noted by other disciplines. There was a need 
to deal with directly this and pressure other disciplines about 
the action taken'.(From non-secure setting).
'I was involved in assessing a father convicted of physical abuse. 
His legal representative engaged another clinical psychologist to 
prepare a report. This clinical psychologist gave a partial and 
essentially misguided assessment. The psychologist was plainly 
unqualified to be dealing with this type of material. This is an 
oft-repeated experience in the criminal/forensic field. Money 
(and lots of it) can be made under false pretences. I selected 
this incident because it is the freshest in my mind and the 
clearest cut'.(From secure setting).
27. Working with other disciplines
'A psychiatrist in the Trust selling his services privately to a 
fund holding practice that had withdrawn the contract for those 
services from the Trust'. (From non-secure setting).
'An incident where non-psychology colleagues were joking and 
mocking a disturbed patient's behaviour ... there was a clinical 
psychology trainee present'. (From non-secure setting).
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'Challenging the competence of senior medical colleagues'. (From 
non-secure setting).
'Ongoing difficulties regarding the perception (predominantly by 
psychiatry) that psychology is subordinate and, therefore, serves 
the needs of psychiatrists. This creates an uphill struggle 
against the medical model. There are many repercussions, including 
reluctance to support those working with personality disordered 
offenders and sex offenders. Psychiatrists often feel they have 
little to offer and ' interpret the Mental Health Act as a 
reinforcement of their views.
This presents as a problem when deciding on disposal of Mentally
Disordered Offender's, especially in the absence of symptoms of 
mental illness'. (From secure setting).
'I have worried about other staff I have worked with concerning 
issues of préjudice against clients (and fellow-staff) and the 
attitudes of staff towards their clients/patients'.(From non- 
secure setting).
28. Interviewing/selecting candidates— for job(s_L
'I am concerned about the biased selection process for selecting 
trainees onto clinical psychology courses'.(From non-secure
setting).
29. Being interviewed/selected for i_ob
'The ethical implications relating to an extremely badly conducted 
recruitment process which included discrimination and several 
other illegal or unfair practices'. (From secure setting).
30- A patient who mav not voluntarily s e e k ,therapy
'A patient with a child under a care order. The care order stated 
that the patient must receive psychological help if the patient is
to keep child. There were difficulties associated with previous 
children remaining in the patient's care and the patient's own 
experience of sexual abuse. The patient has no "symptoms" or 
problems he/she wishes to resolve, but just wants to keep the 
baby'.(From non-secure setting).
'Being regularly presented with clients who have not themselves 
sought help or treatment compared with agencies and purchasers 
demanding interventions or removal of the clients' . (From non- 
secure setting).
'Interventions where clients are unable to give true informed 
consent'.(From non-secure setting).
'A disturbed patient who refused treatment, but who is a risk to 
himself and others'.(From non-secure setting).
31. Conflict of patient's needs with institution's/society's needs
'A patient b e i n g  forced to take Clozapine who is neither directly 
dangerous to self or others, after a clear refusal from her' . (From 
secure setting).
'Conflict of patient's needs with society's needs ... clearly the 
needs of the patients are not being met • • • I often wonder whether 
this is the cynical intention of politicians ... to put patients 
in the hospital under the mental health act and effectively keep 
them there under the pretence of helping them'. (From secure
setting).
2 ? ,  P r e d i c t i o n  o f  p a t i e n t ' s  d a n g e r o u s n e s s
'Making decisions regarding degree of supervision needed for 
sexual offender against children, especially where my views
differed from others involved'.(From non-secure setting).
'The increasing number of referrals of adults with complex needs
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which include violent and aggressive behaviour where the task is 
about assessing dangerousness . . . and there is a subsequent 
difficulty in finding adequate support' . (From non-secure setting).
'The assessment of an arsonist for a court report who was clearly 
very dangerous and needed, in my opinion, a Special Hospital 
placement ... his lawyers ignored my opinion in order to obtain as 
small as possible prison sentence and were clearly prejudiced 
against a National Health disposal'. (From secure setting).
'Prediction of patient's dangerousness ... I have conflicts here 
because it is very difficult to predict future dangerousness when 
the patient is effectively removed from the situation in which he 
has been dangerous in the past ... overall I think psychologists 
have very inflated egos concerning the prediction of any future 
behaviour ... I know that research seems to suggest that 
clinicians generally are very poor at predicting dangerousness and 
I wonder why psychologists seem to give the impression that they 
c a n ' . (From secure setting).
3 3 .  C o n f l i c t  o f  ' P s y c h o l o g y  S e r v i c e s : — n e e d s  w i t h  t h o s e — o f  
m a n a g e m e n t / i n s t i t u t i o n
'Management moves to isolate therapists from their parent 
professions' . (From non-secure setting) .
'There is a definite conflict between management needs and 
"psychology services" in the hospital. I think the management use 
psychology to make the hospital seem humane when really it is 
little more than a glorified prison. The conflict is that if I 
decide to speak up about this then I would receive some form of 
retribution, as I believe others have done. I believe management 
do this by blocking your career progress and unfortunately some 
"managerial psychologists" are part of this'.(From secure
setting).
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34. Anv other incident
'The other incident refers to a colleague who was suspended by the 
management with very little grounds for this action. I found this 
very ethically worrying, because whilst I wanted to support this 
individual I too felt that I would be prejudiced against by the 
management if I took this course of action'.( From secure setting).
4.0 DISCUSSION
4.1 Summary of findings
The results are briefly summarised as follows.
(i) Presence of ethical dilemmas experienced (from 34-item
(^■Q0stionnaire) -
only three of the 34 Mann-Whitney U values were significantly 
different. This supports the view that there is no difference in 
the number of ethical dilemmas experienced by clinical
psychologists working in secure settings with those working m  
non-secure settings.
(ii) intensity of ethical dilemmas experienced (from 34-item
questionnaire):
A number of t-tests were conducted to compare the data for 
clinical psychologists working in secure settings with those 
working in non-secure settings. Overall, the results support the 
view that there is no difference in the intensity of ethical
dilemmas experienced in the two groups.
(iii) Written descriptions of ethical dilemmas experienced:
The view that there is no difference in the types of ethical
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dilemmas experienced by the secure setting group versus the non 
secure setting group was supported (O = 507, p. = 0.368).
The Kruskal-Wallis one-way analysis of variance undertaken to 
compare the APA, BPS and current study gave a non-srgmfleant 
relationship (H = 0.55, df. = 2, p. = 0.761). This finding
supports the view that there will be no difference in the ethical 
dilemmas experienced by clinical psychologists compared with 
samples of c l i n i c a l  psychologists and psychologists in other
fields.
The summary of the written descriptions presented in 3.5 brings to 
light in 'real-world' terms the data analysed.
4.2 Discussion of the results
Overall the results support the view that there is no difference 
in ethical dilemmas (whether in number, type or intensity) for 
clinical psychologists working in secure versus non-secure 
settings. However, the findings may not be conclusive. For 
example, the participants were requested to rate dilemmas 
experienced over the last two years. It might have been the case 
that a different time-scale would have given different results. It 
could be that clinical psychologists working in secure settings 
might experience more dilemmas than the non-secure setting group 
if the time scale was reduced to only include dilemmas experienced 
in the month prior to completing the questionnaire. However, this 
approach would have its drawbacks, since there would be a loss in 
both groups of a number of dilemmas reported. Perhaps future 
research could tackle this by asking for two sets of ratings for 
each dilemma, one for the previous two years and one for the 
previous month. Such a procedure would be lengthy but may find 
differences if they exist.
The 34-item questionnaire (section 2) gave 'traditional' 
quantitative data compared with the written descriptions of
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ethical dilemmas (section 3). There were no differences between 
the two groups when the categories of the written descriptions 
were compared. However, it could again be argued that differences 
might have been observed if the request was to give details of an 
incident experienced in the previous month rather than the 
previous two years. Also, differences might have been observed if 
the participants had been asked to give written descriptions of 
more than one ethical dilemma experienced.
There are various hypotheses concerning the return rates for the 
questionnaires. Those who did not complete the questionnaire may 
have perceived the task as too time-consuming. However, it could 
also be the case that they do not see themselves as experiencing 
ethical dilemmas. If this is so then it could be tentatively 
argued that those who responded were a select sample who had been 
particularly troubled by ethical dilemmas in their work. Since the 
secure group returned significantly more questionnaires than the 
non-secure group (chi-square =19.248, df. - 1,  P-  - 0.00001) it 
could be proposed that this supports the view that overall
clinical psychologists working in secure settings experience more 
ethical dilemmas than those working in non-secure settings. 
Finally, it could be the case that those who did not complete the 
questionnaire do experience ethical dilemmas in their work, but do 
not recognise them; if this is the case then it supports the 
argument that clinical psychologists need to be trained m
recognising and dealing with ethical dilemmas.
It is clear that the research has been fruitful. The way forward 
might be to conduct a larger piece of work based on the study 
reported here. A larger scale study could take account of the
comments outlined here. Also, it is likely that there would be
increased numbers of respondents in each of the specialisms that 
would allow for more comparisons than clinical psychologists 
working in secure settings versus those working in non-secure
settings.
Future work also needs to look at how clinical psychologists solve
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ethical dilemmas in the 'real-world'. This could be achieved by
conducting interviews with clinical psychologists asking how they 
solve the dilemmas they face. Robson (1993) outlines useful 
methods for qualitative analyses of interviews that could be 
adapted to investigate this area. It would be useful to ascertain 
the 'patterns' in 'real-world' ethical decision-making by clinical 
psychologists to see if they correspond to the models proposed 
above by Steere (1984) and Seedhouse and Lovett (1992).
4.3 Practical implications of the study
This study has clearly identified ethical dilemmas currently 
experienced and can help point to steps to deal with them.
It is hoped that the study has identified more precisely than the
BPS and APA studies the ethical dilemmas faced by clinical 
psychologists, along with a measure of how 'ethically troubling' 
they are; also, to consider if t h e r e  . a r e  differences between 
clinical psychologists working in secure settings versus non- 
secure settings. It may be useful in directing training in ethical 
issues for all levels of clinical psychologists than might 
currently be the case. Also, it may be useful in any future 
changes in ethical guidelines concerning clinical psychologists.
In conclusion, ethical dilemmas should be at the forefront of 
clinical psychology training courses; there should also be post- 
qualification training 'up-dates'. This may assist in alleviating 
some of the ethical dilemmas that clinical psychologists encounter 
in their everyday work. The debate can no longer be ignored.
5.0 Summary
T h i s  s t u d y  i s  c o n c e r n e d  w i t h  e t h i c a l  d i l e m m a s  f a c e d  b y  c l i n i c a l  
p s y c h o l o g i s t s .
C l i n i c a l  p s y c h o l o g i s t s  t y p i c a l l y  w o r k  i n  a  s p e c i a l i s m  w i t h  a  
p a r t i c u l a r  g r o u p  o f  c l i e n t s  o r  p a t i e n t s .  T h i s  s t u d y  s p e c i f i c a l l y  
v i e w s  e t h i c a l  d i l e m m a s  e x p e r i e n c e d  b y  c l i n i c a l  p s y c h o l o g i s t s  
w o r k i n g  i n  s e c u r e  s e t t i n g s  v e r s u s  c l i n i c a l  p s y c h o l o g i s t s  w o r k i n g  
i n  n o n - s e c u r e  s e t t i n g s .
It is known from previous studies that psychologists experience 
e t h i c a l  d i l e m m a s  i n  t h e i r  w o r k .  H o w e v e r ,  p r i o r  t o  t h e  p r e s e n t  
study no other study has focussed specifically on ethical dilemmas 
f a c e d  b y  c l i n i c a l  p s y c h o l o g i s t s .  T h e  p r e s e n t  s t u d y  a i m e d  t o  e x t e n d  
p r e v i o u s  studies by Pope and Vetter (1992) and Lindsay and Colley
(1995).
T h e  s t u d y  c o n c e r n e d  c o m p a r i s o n s  o f  c l i n i c a l  p s y c h o l o g i s t s  w o r k i n g  
i n  s e c u r e  s e t t i n g s  w i t h  t h o s e  w o r k i n g  i n  n o n - s e c u r e  s e t t i n g s .  
T h e s e  c o m p a r i s o n s  i n c l u d e d  t h e  q u a n t i t y  o f  e t h i c a l  d i l e m m a s  
e x p e r i e n c e d  a n d  t h e  i n t e n s i t y  o f  t h e  d i l e m m a s  e x p e r i e n c e d  ( i e .  h o w  
' t r o u b l i n g '  t h e y  w e r e  t o  t h e  c l i n i c a l  p s y c h o l o g i s t s ) . A l l  
m e a s u r e m e n t s  a n d  w r i t t e n  d e s c r i p t i o n s  c o n c e r n e d  e t h i c a l  d i l e m m a s  
e x p e r i e n c e d  i n  t h e  p r e v i o u s  t w o  y e a r s  b y  t h e  c l i n i c a l  
p s y c h o l o g i s t s .
O v e r a l l  t h e  f i n d i n g s  s u p p o r t e d  t h e  v i e w  t h a t  t h e r e  a r e  n o  
d i f f e r e n c e s  b e t w e e n  t h e  t w o  g r o u p s  o f  c l i n i c a l  p s y c h o l o g i s t s  f o r  
a l l  t h e  c o m p a r i s o n s .  I t  w a s  a l s o  f o u n d  t h a t  t h e r e  w e r e  n o  
d i f f e r e n c e s  f o r  t h e  t o t a l  s a m p l e  o f  c l i n i c a l  p s y c h o l o g i s t s  i n  t h i s  
s t u d y  f o r  t h e  t y p e s  o f  w r i t t e n  d e s c r i p t i o n s  o f  e t h i c a l  d i l e m m a s  
c o m p a r e d  w i t h  p s y c h o l o g i s t s  g e n e r a l l y  i n  t h e  p r e v i o u s  s t u d i e s  o f  
P o p e  a n d  V e t t e r  (1992) a n d  L i n d s a y  a n d  C o l l e y  (1995).
H o w e v e r ,  t h e  r e s u l t s  i n  t h i s  s t u d y  m a y  n o t  b e  c o n c l u s i v e .  
D i f f e r e n c e s  i n  t h e  s e c u r e  s e t t i n g  g r o u p  a n d  t h e  n o n - s e c u r e  s e t t i n g
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group might have been observed if the ratings and reports of 
ethical dilemmas had been over a shorter time scale (for example, 
for the previous month).
The study provides useful contemporary information concerning 
ethical dilemmas experienced by clinical psychologists ; it has 
clearly extended previous research. It has also generated useful 
areas for future research. One key area that needs addressing is 
how clinical psychologists 'solve' the ethical dilemmas they face.
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7.1 Copies of correspondence concerning research and 
ethical committee approval for study
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Ashworth
H o s p i t a l  A u t h o r i t y
DR/SJ 
7 July 1997
Mr Colin Dale
Director of Professional Development 
Ashworth Hospital
Dear Colin
Re: PsvchD Clinical Psychology Conversion Course
As you are aware, I am currently writing up my work for the above course.
Further to my recent conversation with you, I would be very grateful if you could 
confirm that my proposed research was conducted having acknowledged the appropriate 
hospital procedures. The research concerns ethical dilemmas experienced by clinical 
psychologists. I informed Mr Quilliam (Chairman of the Ethics and Research 
Committee) of this work. He agreed that since only clinical psychologists were to be 
included in this research that it did not need to be formally dealt with by the Ethics and 
Research Committee and was appropriately conducted.
It would be appreciated to have written acknowledgement from yourself to include in 
my final documentation as you were the Clinical Director on my unit when the research 
was conducted.
Thank you for your help. If you need any further information please contact me. 
Yours sincerely
DANIEL REID 
Clinical Psychologist
P a r k b o u r n  Ma gh u l l  L iv e rp o o l  L31 1 HW T e l e p h o n e :  0 1 5 1 - 4 7 3  0303 Fax:  0 1 5 1 - 5 2 6  6603
Chairman: Mr Paul Lever Chief Executive: Mrs Janice Miles
CD/NL
18 July 1997
Ashworth
H o s p i t a l  A u t h o r i t y
Mr D Reid 
Clinical Psychologist 
Ashworth Hospital
Dear Danny
PSYCH.D CLINICAL PSYCHOLOGY CONVERSION COURSE
I write to confirm agreement to your proposed research, having acknowledged that you have 
adhered to the necessary hospital procedures concerning the progress of such matters. I note 
that your research concerns ethical dilemmas experienced by Clinical Psychologists and in 
my conversation with Mr Quilliam, Chairman of the Ethics & Research Committee, he has 
agreed that since only Clinical Psychologists were to be included in this research, that it did 
not need to be formally dealt with by the Ethics & Research Committee and was properly 
and appropriately conducted.
I have no hesitation in supporting this piece of work and I feel it will be a valuable 
contribution to the developing research portfolio of the hospital and in particular the 
advancement of understanding within the profession of clinical psychology with regard to 
the many ethical dilemmas in forensic services.
Yours sincerely
COLIN DALE
Executive Nurse Director
P a r k b o u r n  Ma ghu l l  L iv e rp o o l  L31 1 HW T e l e p h o n e :  0 1 5 1 - 4 7 3  030 3  Fax:  0 1 5 1 - 5 2 6  6603
Chairman: Mr Paul Lever Chief Executive: Mrs Janice Miles
7.2 Copy of questionnaire used in the study
There were three questionnaires: one for clinical psychologists 
working in secure settings (ie. Special Hospitals and Regional 
Secure Units (RSUs); one for clinical psychologists working in 
non-secure settings (ie. Adult, Child, Elderly, Learning 
Disability, Neuropsychology and 'Other'); and, one for Trainee 
Clinical Psychologists. The only differences in the 
questionnaires concerned 'background' information as follows:
The secure setting participants were asked to indicate in a box 
whether they worked in a Special Hospital or a Regional Secure 
Unit; the non-secure setting participants were asked to indicate 
which specialism they currently worked in (the trainee clinical 
psychologists were asked to indicate whether they were in their 
first, second or third year of training).
The secure setting participants were asked to state the number 
of years worked with an offender population; the other 
participants were asked to indicate 'Yes' or 'No' as to whether 
or not they had worked exclusively with an offender population 
in the past; if 'Yes' they were asked to indicate the length of 
time in years.
This background information was requested in section 1 of the 
questionnaire.
The questionnaire shown here was used for the Adult, Child, 
Elderly, Learning Disability, Neuropsychology and 'Other' 
participants.
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ETHICAL DILEMMA QUESTIONNAIRE:
Are Clinical Psychologists faced with ethical dilemmas in their work? 
Instructions
I wish to gather information concerning whether or not Clinical Psychologists are faced with 
ethical dilemmas in their work. If so, what these might be and how 'troubling' they might be.
I would, therefore, be grateful if you would complete this questionnaire and return it in the reply- 
paid envelope provided.
The information you provide is confidential and anonymity will be maintained.
SECTION I
(1) What is your gender? (Please tick)
Male
Female
(2) What is your age?
years
(3) In what year did you qualify as a clinical psychologist?
(4) How long have you been employed in your current job?
years
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(5) In which of these specialisms are you currently employed? (Please tick)
Adult
Child
Elderly
Neuropsychology
T,earning disability
Other (please specify)
(6) What is your main model of psychological intervention with your patients/clients? 
(Please tick)
Cognitive-behavioural therapy
Psychodynamic psychotherapy
Systemic
Cognitive-analytic therapy
Eclectic
Other (please specify)
(7) Have you worked exclusively with an offender population? (Please tick)
Yes
No
If Yes, please indicate the approximate number of years you have worked with offenders, 
otherwise go to section 2.
years
2
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SECTION 2
This section contains incidents in a number of areas which might present etUcal dilemmas to
S t % n t h s t y 2 % k  as'a d S  p s y i 'o C s fb y  ptocingTtick in the 'Yes' or 'No' 
boxes provided.
Where you respond Yes' to any of the items, please indicate with a cross on the rating scale
provided as to how ' ethically troubling'the incident was to you.
Where you respond 'No', please go on to the next item.
(1) CONFIDENTIALITY (Please tick)
Yes
No
100
(2) RESEARCH (Please tick)
Yes
No
100
(3) QUESTIONABLE’ INTERVENTION (Please tick)
Yes
No
100
(4) COLLEAGUE’S CONDUCT (Please tick)
Yes
No
100
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(5) ACADEMIC MATTER (Please tick)
Yes
No
0 __________ _____ _100
(6) SEXUAL ISSUE (Please tick)
Yes
No
.  ______________________
100
(7) ASSESSMENT (Please tick)
Yes
No
100
(8)HOW YOUR WORKPLACE IS ORGANISED (Please tick)
Yes
No
100
(9) WORKING WITH A COLLEAGUE WHO IS A FRIEND OR RELATIVE
(Please tick)
Yes
No
100
Pagre 337
4
(10) PAYMENT MATTER (Please tick)
Yes
No
100
(11) TRAINING MATTER (Please tick)
Yes
No
100
(12) GIVING PSYCHOLOGICAL EVIDENCE TO A COURT OR TRIBUNAL ABOUT 
A PATIENT’S TREATMENT (Please tick)
Yes
No
100
(13) RECEIVING SUPERVISION (Please tick)
Yes
No
100
(14) FORENSIC MATTER (Please tick)
Yes
No
100
P age 338
5
(15) ETHICS CODES (Please tick)
Yes
No
100
(16) COMMITTEE (Please tick)
Yes
No
100
(17) PUBLISHING (Please tick)
Yes
No
(18) ADVERTISING (Please tick)
100
Yes
No
100
(19) MEDICAL ISSUE (Please tick)
Yes
No
100
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(20) ETHNICITY (Please tick)
Yes
No
100
(21) TREATMENT RECORDS (Please tick)
Yes
No
100
(22) MEDIA ISSUE (Please tick)
Yes
No
100
(23) TERMINATION ISSUE (Please tick)
Yes
No
100
(24) SUPERVISING OTHER(S) (Please tick)
Yes
No
100
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(25) YOUR COMPETENCE (Please tick)
Yes
No
100
(26) A COLLEAGUE’S COMPETENCE (Please tick)
Yes
No
100
(27) WORKING WITH OTHER DISCIPLINES (Please tick)
Yes
No
100
(28) INTERVIEWING/SELECTING CANDIDATES FOR JOB(S) (Please tick)
Yes
No
100
(29) BEING INTERVIEWED/SELECTED FOR JOB (Please tick)
Yes
No
100
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(30) A PATIENT WHO MAY NOT VOLUNTARILY SEEK THERAPY (Please tick)
Yes
No
100
(31) CONFLICT OF PATIENT'S NEEDS WITH INSTITUTION'S/SOCIETY'S NEEDS
(Please tick)
Yes
No
100
(32) PREDICTION OF PATIENT'S DANGEROUSNESS (Please tick)
Yes
No
100
(33) WHERE THERE IS CONFLICT OF PSYCHOLOGY SERVICES' NEEDS WITH 
THOSE OF MANAGEMENT/INSTITUTION (Please tick)
Yes
No
100
(34) ANY OTHER INCIDENT (Please tick)
Yes
No
100
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SECTION 3
If you have answered positively to any of the statements in section 2, please complete this section, 
otherwise go to section 4.
Describe in the box provided in a few words, or more detail if you wish, an incident from 
section 2 that you experienced over the last 24 months that was ethically troubling to you. 
(Please do not include any information that could identify yourself or any other person).
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SECTION 4
If you have any comments that you wish to make, then please do so in the box below:
THANK YOU FOR YOUR COOPERATION
Please return this questionnaire in the reply-paid envelope provided (even if you have not 
experienced any incidents over the last 24 months that have been ethically troubling to you).
Daniel Reid
Psychology Services, Ashworth Hospital.
11
Page 344
7.3 The written data from section 3 of the questionnaire 
(ie. written descriptions of ‘an incident... experienced over 
the last 24 months that was ethically troubling to you ...’)
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ETHICAL DILEMMA QUESTIONNAIRE
Data from. Section 3 of the questionnaire ; this is the written 
responses from the participants for the request to.
'Describe in the box provided in a few words, or more detail 
if you wish, an incident from section 2 that you experienced 
over the last 24 months that was ethically troubling to you. 
(Please do not include any information that could identify 
yourself or any other person)'.
For ease of analysis these responses were placed in one of the 
34 categories from section 2 of the questionnaire.
r.Confidentiality
Adult:
1. 'Disclosing child protection issues against a client s 
wishes to Social Services. Being unsure of the meaning of the 
conflict between the hospital rules of confidentiality and the 
legal responsibility set out in the Children s Act .
Child:
1. 'Whether to inform the parents of a child under the age of 
16 years that she was sexually abused by a friend of the 
family. The young person didn't want the parents to know, but 
they knew something was wrong and were aware of professional 
involvement and concern'.
2. 'Whether or not to inform Social Services regarding my 
concerns about a child who was exhibiting inappropriate sexual 
behaviour. There had been no formal disclosure or verbal 
indication yet behaviour was of concern'.
3. 'This was confidentiality ... sharing with Social Services 
and/or the hospital consultant information obtained from 
family, when potential "at risk" issues are involved - yet 
full child protection criteria not met - when ethical issues 
are more clear cut. Also, difficulties when schools want 
information but family not given permission to share it. There 
is the dilemma of seeing the child alone and how to share 
issues with the parents when it is all positive stuff. 
Sometimes, if it is explicitly checked out with child it is 
okav if I say 'X', but often one is just sharing themes with 
the parents. I sometimes feel this is breaking 
confidentiality. Recently, a rather bullying type of child 
gave me details about 'gangs' at school (11 year olds) 
relating how he beat up a boy with special needs (known to our 
service) and I felt a wish to let school know as the situation 
seemed out of control. As yet, I have not resolved it ... I
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suspect in general conversation with school, I  ^ will 
acknowledge that we all know there are a number of children 
known to the clinic and ask school the question of these who 
would you say is the bully or the bullied?
Learning Disability: Nil
Regional Secure Unit:
1. 'A client with a violent temper seeking help and then 
stating that she thought she had been sexually abused as a 
child, but had only partial memories. The probable abuser had 
contact with children. I couldn't talk to her without her 
identifying the abuser. If I identified the alleged 
perpetrator and Social Services were informed, the result 
would be more disruption and violence within the family. I 
suggested the need for evidence from another family member. 
The client refused treatment to avoid risk of naming the 
alleged abuser. She was a high risk of offending. Social 
Services Department will not want their client to work throug 
therapy issues ... this depends on the Social Worker . .. some 
are heavy handed and cause even more problems .
2. 'Main issue especially in risk assessment is concerning the 
level of confidentiality versus risk and rights of person 
being arrested against child protection issues. At times, this 
is a difficult balance to achieve, although obviously the way 
the assessment is set up and the individual being informed 
does provide some safeguards. The process of feedback to other 
disciplines also can cause concern, particularly where there 
are sometimes different standards for confidentiality .
3 'A patient told me in confidence that he had broken his 
parole conditions, a fact that I was duty bound to inform the 
Clinical Team. I "solved" the dilemma by getting the patient 
to "confess" to his RMO and primary nurse himself'.
4. 'Disclosure (or not) of abusing parent'.
5. 'A patient revealed details of an infidelity during risk 
assessment which was unknown to previous information available 
and had some bearing on his reduced risk in future (he had a 
rape offence in past). Despite an earlier warning to him that 
all relevant information would be included in the report I 
would write, he believed that this could be kept ^ secret. 
Making his infidelity public clearly put this vulnerable man s 
marriage in jeopardy, thus increasing risk significantly .
6. 'Confidentiality relating to a Mental Health Review 
Tribunal and general ward feedback. I was asked by a patient 
to prepare a tribunal report and attend. In the tribunal I was 
asked about details of the therapy that I felt breached
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confidentiality; these were then fed back in general way to 
staff. Although there were no complaints from the patient, who 
was obviously there, professionally I felt this raised an 
ethical issue about confidentiality.'
Special Hospital:
1. 'Confidentiality ... I think this is always compromised in 
a Special Hospital as far as patients are concerned ... I 
don't think it is particularly the fault of psychologists, but 
sometimes the information they report is misconstrued by other 
staff in a manner that can be detrimental to the interest of 
the patients . . . what I say about patients is therefore 
carefully thought through to minimise this'.
Training: Nil
Other:
1. 'Open discussion of individual cases by or with 
colleagues'.
2. 'A patient who claimed to have witnessed the murder of a 
child. I believed this but also believed she would 
decompensate (even) further about further disclosure 
(certainly in court), but the man (the alleged murderer) was 
at large'.
2. Research 
Adult:
1. 'A research project using nursing students to pilot a 
questionnaire on childhood sexual abuse. There was concern 
that this experience might bring up the past for some 
participants'.
Child: Nil
Learning Disability: Nil 
Regional Secure Unit: Nil 
Special Hospital: Nil 
Training: Nil 
Other: Nil
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3.'OuQS-fri nnahla' intervention
Adult:
1. 'Being asked to support and advise a 'laughter7 therapy 
group. I declined on grounds of lack of knowledge or 
expertise. There was subsequent negative feedback via the 
"grapevine" concerning a patient's response to this group'.
Child: Nil 
Learning Disability:
1. 'I was concerned that a colleague's intervention was more 
personal than professional. On giving some supervision, their 
approach was "flawed" from a rather dubious formulation. 
Although the personal aspects were innocuous, they could have 
been confusing for a vulnerable client'.
Regional Secure Unit:
1. 'This concerns "Questionable Intervention". A primary nurse 
had drawn up a treatment plan for a newly admitted patient. 
The treatment plan was for the nurse to carry out. It was not 
based on an assessment of the patient, it had no grounding or 
basis in any psychological theory and was, as a result, 
simplistic and potentially abusive'.
Special Hospital: Nil
Training: Nil 
Other :
1. 'Carrying out an assessment for a court report on a young 
person from my own neighbourhood who had committed sexual 
offences'.
4. Colleagues' conduct
Adult: Nil 
Child:
1. 'The difficulty of a colleague's mental health problems 
which I felt affected the person's competence at work. I  
questioned my self about what I should do. I reported it in 
confidence to a more senior colleague'.
Learning Disability:
1. 'In my role as psychologist and manager I am often called
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to question other colleagues professional conduct ... for 
example, use of threats, poor practice, misconduct, sexual 
harassment, bullying'.
2. 'A previous psychologist illegally destroyed patient files 
and records when he/she left post'.
Regional Secure Unit:
1. 'Situation occurred in which I had written a report 
following a risk assessment of an adult male. My conclusions, 
based on psychometric assessment and the client's performance 
in a group treatment setting, stated that he was a risk to the 
physical well-being of his young sons who had allegedly been 
physically abused by my client. A colleague came back to me 7 
months later, asked me to change my conclusions on grounds 
that client’s ex-wife was also now abusive and sons "would be 
better with their father". I did not change my conclusions, 
but was subjected to much criticism and harassment by my 
colleague'.
2. 'Generally, I feel that a lot of ethical issues can be 
resolved through establishing good practice, supervision, 
support and training as well as recognising the limit, to 
one’s own levels of competence. The incident I can think of is 
of an individual taking on work beyond their usual remit and 
resisting any offers of supervision'.
3. 'Difficulties with my head of department who was behaving 
inappropriately with "vulnerable" staff members who told me, 
but did not want anything said or done about it'.
4. 'Employment of a girlfriend clinical psychologist from 
overseas whose conduct found out to be self-serving rather 
than beneficial to the Trust'.
5. 'Inappropriate patient/therapist relationship of an 
esteemed colleague'.
6. 'Colleague's conduct ... the extent to which input to 
patients on the secure unit from psychology suffers as a 
result of colleague working with other non-health agencies and 
earning a fee in NHS time'.
7. 'A colleague sexually harassing a psychology assistant'.
8. 'Psychologists charging for solicitors’ reports, doing the 
assessment and report writing during work time (ie. being 
double paid) and defending this practice on the grounds that 
psychiatrists are entitled to additional payments under 
Category 2 earnings'.
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Special Hospital:
1. 'A colleague's misrepresentation concerning work load 
whether patients seen or not ... communication with other
professionals ... response to patient needs'.
2. 'A colleague making a statement in a report concerning 
(non) motivation for treatment on the basis that the patient 
had appealed against his sentence'.
3. 'Observing that some colleagues may not be providing the
service that they report they provide to patients'.
Training: Nil
Other :
1. 'The discovery that a colleague had sexually abused 
clients, leading to e t h i c a l  difficulties around:
i. Supporting versus c o n d e m n in g  him.
ii. Helping his clients.
iii. Other c o l l e a g u e s  who were possibly implicated.
iv. Truth telling versus being discrete'.
5. Academic matter
Adult : Nil 
Child: Nil
Learning Disability: Nil 
Regional Secure Unit:
1.'Teaching staff being ill-informed compared to trainees'. 
Special Hospital: Nil 
Training: Nil 
Other : Nil
6. Sexual issue _
Adult: Nil 
Child: Nil
Learning Disability: Nil
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Regional Secure Unit: Nil
Special Hospital: Nil 
Training: Nil 
Other : Nil
7. Assessment 
Adult: Nil
Child:
1. 'I was asked to assess the parenting capacity of a mother 
with learning disabilities and her partner (he is not married 
to her and has no parental responsibility in law for the two 
babies). Social services had issued care proceedings and they 
asked a clinical psychologist to assess the mother’s 
capability to instruct a solicitor. I saw her once and 
assessed her IQ as 57 and advised that she was therefore not 
competent to instruct a solicitor. In my experience of this 
mother, who has been institutionalised all her life, she is 
quite capable of expressing her wish to keep her children and 
make arguments to refute the social worker’s criticisms. I 
find myself strongly disagreeing with this decision which has 
left mother, the only person with parental responsibility for 
the children, as the only person unrepresented in this case. 
The Official Solicitor makes representations on behalf of the 
mother, but she is not personally involved in the process of 
decision-making ... I know of no research evidence to suggest 
that a WAIS IQ of 57 is sufficient information on which to 
base a decision on competence to instruct. I have been 
troubled, because I am unclear as to what I should do, if 
anything, in this situation, other than ensure I give as full 
weight as possible to the mother's evidence myself'.
Learning Disability:
1. 'Assessing parenting skills in a woman with learning 
disability and how that information is used: ie. the decision 
concerning care proceedings versus the design of an adequate 
support package. This represents a serious challenge to the 
rights of women with learning disabilities
Regional Secure Unit: Nil
Special Hospital :
1. 'Assessment ... I feel that psychologists are obsessed with 
assessment for the sake of it ... surely patients should be
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assessed for a treatment intervention which will or will not 
follow on from the assessment ... this does not seem to be the 
case and is in my view clearly unethical'.
Training:
1. 'I was asked to provide a psychological assessment on a 29 
year old patient (the mother) with mild learning disability by 
Social Services. The aim of Social Services was to have data 
which indicated that this patient was not a "fit parent". The 
ethical concern was that the patient definitely neglected 
children . . . but . . . equally, the situation was not as 
black/white as others had imagined - nobody indicated that the 
mother needed support herself' .
Other:
1. 'Being asked and expected to carry out assessments for the 
sake of it: ie. because everyone has the same package of
assessment, rather than because the assessment is related to 
individual needs'.
8. How your workplace is organised.
Adult:
3_. 'Assessing people who have waited up to nine months for an 
appointment, only to add their names to a waiting list for 
intervention'.
Child: Nil
Learning Disability:
1. 'Failure of service to follow equal opportunities
procedures ... eg. racist and sexist biases evident .
Regional Secure Unit:
1. 'Secretaries refusing to type reports'.
Special Hospital:
1. 'There is much about the climate and practice in a Special 
Hospital which challenges how the hospital is organised. For 
example, the way in which information is discussed during team 
meetings and passed freely between teams, wards, etc. is set 
up for the system and not for the patient. There are so many 
examples I could write pages ! ! Also, ethical practice is often 
undermined or discouraged as somehow 'soft' or inappropriate 
given the patient's history or level of risk ... this is a
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hard culture to challenge !
2. 'How my workplace is organised ... quite simply the
hospital is a shambles ... psychologists have no real power
and the whole purpose seems to keep the medical model dominant 
at the exclusion of everything else ... the dilemma is whether 
or not I should work in such an immoral environment'.
3. 'In the course of a hospital reorganisation, it was
proposed by senior management that the Ethics Committee should 
be formally accountable to the management board. This is 
contrary not only to national guidelines but also to the 
principle that an Ethics Committee should reach its decisions 
without constraints. A protest to management was ignored. 
There are two dilemmas :
i. How should one cope with this ethical violation by 
management?
ii. Should one refer research/clinical issues to an Ethics 
Committee which is compromised by management pressures to take 
account of resources?'
Training:
1. 'This concerns "How your workplace is organised" ... one of 
the placements I have attended brought in a policy (in 
response to Government standards on waiting times) _ of
prioritising assessments. Resources for treatment are limited 
and this results in clients being placed on a second waiting 
list for treatment. When this was implemented, clien s were 
waiting for about six months for an assessment and then being 
asked to wait again. The Government standard of 13 weeks 
maximum waiting time was not being met anyway and I wonder 
whether that will be met in the future. I wonder about the 
effectiveness and utility of a service which assesses, makes 
recommendations, but then these cannot be carried out. I also 
worry about how clients of the service are benefiting, if at
all' .
Other: Nil
Q Working with a c o lleague who is a friend or relative_
Adult: Nil 
Child: Nil
Learning Disability: Nil 
Regional Secure Unit: Nil
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Special Hospital: Nil 
Training: Nil 
Other: Nil
10. Payment matter 
Adult: Nil 
Child: Nil
Learning Disability: Nil 
Regional Secure Unit:
1. 'Colleague getting paid by a newspaper'.
Special Hospital: Nil 
Training: Nil 
Other :
1. 'Allocating some work time to preparing reports for which 
I was paid, even though that time is easily counter-balanced 
by long working hours'.
11. Training matter 
Adult: Nil
Child: Nil 
Learning Disability:
1. 'Use of unnecessarily abusive physical interventions (eg. 
use of pair breakaway/restraint) in managing challenging 
behaviour training workshops' .
Regional Secure Unit: Nil
Special Hospital: Nil
Training: Nil
Other: Nil
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12. Giving psychological evidence to a court or tribunal ahnn-h 
a patient's treatment
Adult: Nil 
Child: Nil
Learning Disability: Nil 
Regional Secure Unit: Nil 
Special Hospital:
1. 'I think psychologists sometimes forget that the research 
evidence shows that mental health professionals are 
notoriously poor when making predictions about their patients 
future behaviour . . . however, I feel this is sometimes 
completely forgotten when questions in this area are answered 
by psychologists in courts/tribunals ... in short I do not 
think we are the experts we arrogantly feel we are and this is 
obviously an ethical dilemma'.
Training: Nil
Other: Nil
13. Receiving supervision 
Adult: Nil 
Child: Nil
Learning Disability: Nil 
Regional Secure Unit: Nil 
Special Hospital: Nil 
Training:
1. 'Supervision is often mediocre and poor, but what do you 
do?'
2. 'Poor supervision. It is very punitive and I also have 
anxieties about being able to offer less than is required 
because of time and resource restraints'.
Other: Nil
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14. Forensic matter
Adult:
1. 'Working to provide assessments to court when there are 
assumptions within the legal framework that an expert is just 
that. The system does not easily differentiate areas of 
expertise within the mental health field and may expect too 
much. Similarly, the system may not "wish to respond" if this 
issue is raised as the issue of where to find an alternative 
expert may be problematic.
In addition, within the court arena treatment and 
therapy/support needs may be very evident and solutions 
suggested require access to other services. The provision of 
such services is however out of one’s control and the local 
health authority may choose not to provide a service'.
Child: Nil
Learning Disability:
1. 'Judging whether a young man presented sexually assaultive 
behaviour amenable to behaviour change strategies or whether 
containment was the least dangerous option'.
Regional Secure Unit: Nil
Special Hospital: Nil
Training: Nil
Other : Nil
15. Ethics codes
Adult: Nil
Child: Nil
Learning Disability:
1. 'Balancing need to introduce service charges/projects with 
ethical committee rules which involve lengthy procedures'.
Regional Secure Unit: Nil
Special Hospital: Nil
Training: Nil
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Special Hospital: Nil 
Training: Nil 
Other: Nil
19. Medical issue 
Adult: Nil 
Child: Nil
Learning Disability: Nil 
Regional Secure Unit: Nil 
Special Hospital: Nil 
Training: Nil 
Other: Nil
20. Ethnicity 
Adult: Nil 
Child: Nil
Learning Disability: Nil 
Regional Secure Unit:
1. 'Ethnicity ... I think that there can sometimes be a 
serious cultural conflict of interest between the rights 
empowerment of separate disadvantaged groups. This is 
particularly in ethnic minorities with respect to the rights 
of women and women's issues ... In assessing one particule 
male Asian client, I came across my own conflict of ethics and 
moral principles about how you assess what is okay and not 
okay given potentially very different cultural backgrounds^ 
perspectives and attitudes to relationships ... 
concerns were about "ethnicity" being used in a way to justify 
what is not acceptable behaviour and very serious criminal 
offending in someone from an ethnic minority background .
Special Hospital: Nil 
Training: Nil
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Other : Nil
. Treatment records.
Adult: 'Failure to keep correct or up to date case records 
this is my failure, but it is clearly wrong and my failure to 
do what I think others should do bothers me'.
Child: Nil
Learning Disability: Nil 
Regional Secure Unit:
1. 'Disclosing sloppy treatment records to audit committee .
Special Hospital: Nil
Training: Nil
Other: Nil
22. Media issue
Adult: Nil
Child: Nil
Learning Disability: Nil 
Regional Secure Unit:
1. 'Indiscrete courting of news media'.
Special Hospital: Nil 
Training: Nil 
Other: Nil
23. Termination issue 
Adult: Nil 
Child: Nil
Learning Disability: Nil
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Regional Secure Unit:
1. 'Not knowing whether termination of a case is fair, 
although I think it is appropriate'.
2. 'An incident involving termination of therapy. The dilemma
i. whether to tell a patient that I was leaving/likely to be 
leaving my job as soon as I had made the decision and risk her 
prematurely terminating therapy this would have reinforced 
her feelings of mistrust and an inability to "follow things 
through", or,
ii. to wait until she had progressed sufficiently in therapy 
to begin to have a feeling of achievement and having covered 
some difficult issues not discussed before.
The period of time, if I had told her initially, before I left 
would have been 3 months, which I considered to be too long in 
which to be dealing purely with ending issues. I did not tell 
her until 6 weeks before I was leaving. I am still concerned 
that I took away her control/choice to decide whether to 
continue with therapy knowing I would not be around in the
future'.
Special Hospital: Nil 
Training: Nil 
Other : Nil
24. Supervising other(s)
Adult: Nil 
Child: Nil
Learning Disability: Nil 
Regional Secure Unit: Nil 
Special Hospital:
1. 'Having to supervise someone whilst having severe doubts 
about their suitability to work in the speciality .
Training: Nil 
Other: Nil
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25. Your competence
Adult:
1. 'A patient who severely self-harmed: apart from the normal 
distress from the incident, I was troubled by thoughts that ^ I 
had not carried out therapy as competently as I might. I did 
lots of questioning of my professional competence . . . for 
example 'I should have' ... these ideas were repudiated by my
colleagues'.
Child: Nil
Learning Disability: Nil 
Regional Secure Unit: Nil 
Special Hospital: Nil 
Training: Nil 
Other: Nil
26. A colleague's competence 
Adult:
1. 'How one tackles colleagues who are in higher positions 
about their competence and behaviour. There is a lack of rules 
or institutional guidelines which make it difficult to know 
how to proceed'.
Child: Nil
Learning Disability:
1 'Concern over a colleague's competence in the management 
and treatment of a case. There was over involvement and 
boundary issues. This was also noted by other disciplines. 
There was a need to deal with directly this and pressure other 
disciplines about the action taken'.
Regional Secure Unit:
1. 'Being personal tutor to a student on clinical course who 
I felt was unsuited for clinical work',
Special Hospital:
1. 'I was involved in assessing a father convicted of physical
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abuse. His legal representative engaged another clinical 
psychologist to prepare a report. This clinical psychologist 
gave a partial and essentially misguided assessment. The 
psychologist was plainly unqualified to be dealing with this 
type of material. This is an oft-repeated experience in the 
criminal/forensic field. Money (and lots of it) can be made 
under false pretences. I selected this incident because it is 
the freshest in my mind and the clearest cut'.
Training: Nil 
Other: Nil
97. Working with other disciplines.
Adult:
1. 'A psychiatrist in the Trust selling his services privately 
to a fund holding practice that had withdrawn the contract for 
those services from the Trust'.
2 'An incident where non-psychology colleagues were joking 
aAd mocking a disturbed patient's behaviour ... there was a
clinical psychology trainee present'.
Child: Nil 
Learning Disability:
1. 'Challenging the competence of senior medical colleagues . 
Regional Secure Unit:
1 'Ongoing difficulties regarding the perception
(predominantly by psychiatry) that psychology is subordinatea aSFSS: £
are many repercussions, including reluctance to support those 
working with personality disordered offenders and sex 
offenders. Psychiatrists often feel they have little to offe 
and interpret the Mental Health Act as a reinforcement of
their views.
This presents as a problem when deciding on disposal of 
Mentally Disordered Offender's, especially in the absence 
symptoms of mental illness'.
2. 'Coming under medical pressure to "tow the party line 
about the risk a patient presented.
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Unusually, this was a case where psychological opinion was 
more cautious than psychiatric opinion about the risks 
involved, but there was pressure to present a united front to 
other agencies who were trying to opt out of their obligations 
to provide follow-through care for the patient.
They were looking for reasons to reject the patient and our 
cautious conclusions were "grist to their mill .
Quite substantial manoeuvring took place to side-step or 
overlook our cautionary remarks. The dilemma was how far to 
resist this and insist on our opinion being heard, even though 
we were sympathetic to the reasons for medical frustration 
about the blocking tactics from community agencies'.
Special Hospital: Nil
Training:
1. 'Working in a forensic setting, there is conflict with 
"nurses' attitudes" to patients therapy, corresponding with 
psychological therapy. However, the dilemma remains since if
1 decide to speak up for the patient then this may make the 
situation worse for the patient. This was, and still is, very 
ethically troubling for me'.
2 'Being requested by psychiatrist to assess patients(IQ, 
neuropsychological testing etc.) in a psychiatric hospital who
have been sectioned and are being detained there. With the 
Psychology Department having no involvement in the decision 
making process concerning the patients' section _ and
management, etc. Since the patients motivation to engage m a  
dubious situation is questionable hence my motivation to 
engage is also dubious. I do not think psychological
involvement with detained patients is ethical unless the 
psychologist involved is in agreement and understands the 
validity of the detention order and preferably has had some 
involvement in the process'.
3. 'I have worried about other staff I have worked with 
concerning issues of prejudice against clients (and fellow 
staff) and the attitudes of staff towards their 
clients/patients'.
4. I am concerned about the lack of information to patients 
when working in multi-disciplinary teams'.
Other :
1. 'Inter-professional conflicts concerning treatment of
patients'.
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2. 'The competence of other professionals (non-psychologists) 
whom I have trained to use specific methods'.
28. Interviewing/selecting candidates for lob(.sjL
Adult: Nil
Child: Nil
Learning Disability:
1. 'I am concerned about the biased selection process for 
selecting trainees onto clinical psychology courses'.
2 'Selecting the best candidates for posts, but relying on
past knowledge of both good and poor performance knowledge 
compared to pure" interview selection procedures'.
Regional Secure Unit: Nil
Special Hospital: Nil
Training: Nil
Other : Nil
29. Being interviewed/selected for A Q b  
Adult: Nil 
Child: Nil
Learning Disability: Nil 
Regional Secure Unit:
1. 'The ethical implications relating to an extremely badly 
conducted recruitment process which included discrimination 
and several other illegal or unfair practices .
Special Hospital: Nil
Training: Nil
Other: Nil
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30. A  patient who mav not voluntarily seek therapy
Adult:
2 . 'a. patient with a child under a care order. The care order 
stated that the patient must receive psychological help if the 
patient is to keep child. There were difficulties associated 
with, previous children remaining in the patient s care and the 
patient’s own experience of sexual abuse. The patient has no 
"symptoms" or problems he/she wishes to resolve, but just 
wants to keep the baby'.
Child: Nil 
Learning Disability:
1. 'Being regularly presented with clients who have not 
themselves sought help or treatment compared with agencies and 
purchasers demanding interventions or removal of the clients .
Regional Secure Unit:
1. 'A disturbed patient who refused treatment, but who is a 
risk to himself and others'.
Special Hospital: Nil
Training:
1. 'Interventions where clients are unable to give true
informed consent'.
Other : Nil
31. Conflict of patient's needs with institution's/.society ._s 
needs
Adult: Nil 
Child: Nil
Learning Disability: Nil 
Regional Secure Unit:
1. 'A patient being forced to take Clozapine who is neither 
directly dangerous to self or others, after a clear refusa 
from her'.
2. 'A patient being admitted on a civil section on locked
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ward, where he was hitting people. He had a long history of 
hitting out at family members, but they did not seek help 
until he alleged sexual contact with his brother in public. On 
admission, his behaviour became worse due to language 
difficulties and him wanting to go home. A decision was taken 
to get a Special Hospital assessment and bed offered, but his 
family wanted to take him home. This raises numerous issues'.
3. 'I have some general concerns regarding the raising of 
clients' levels of distress. This is especially so where 
clients are being treated by a service at the request or 
instruction of another agency, eg. Probation or the Courts. 
However, I have also encountered this when carrying out 
research, when participants gave their consent beforehand 
without my being able to tell them exactly what the procedure 
entailed and then found that the procedure increased their 
distress'.
4. 'I received a referral from a clinical psychologist 
colleague working in adult mental health who had seen a 
paedophile for assessment interviews. This man had named two 
families with whom he was involved sexually (ie. the children 
in the families) , but had only referred to them by forenames. 
The matter had been passed to Social Services and a strategy 
rngQ-^ ing was held. I was asked if I would try to obtain the 
surname of the families so they could be identified in the 
course of my therapy sessions with this man.
My view was that I could not specifically ask the man the 
names, but that if they were volunteered in the course of my 
work, I would pass them on'.
5. 'A patient came to the attention of the tabloid newspapers 
and the Home Office stopped all leave despite his excellent 
progress. Plans were made to transfer him out of the area to 
another Regional Secure Unit, away from local sensitivities. 
The patient slowly became more withdrawn and depressed. It was 
almost a year b e f o r e  the transfer took place due to lack of 
beds'.
Special Hospital:
1. 'Conflict of patient's needs with society's needs 
clearly the needs of the patients are not being met^ ... I 
often wonder whether this is the cynical intention of 
politicians . . . to put patients in the hospital under the 
mental health act and effectively keep them there under the 
pretence of helping them'.
Training: Nil
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Other:
1. 'Being involved in conflicts over patients' rights and 
institutional procedures and practices'.
2. 'A fairly frequent issue is how far to attempt to intervene 
when I feel that a patient's treatment approach used by others 
is inappropriate in a given case (eg. ECT or, in my view, too 
prolonged use of medication) ' .
3. 'A patient being treated aggressively with anti-psychotic 
medication on the basis of scant information and evidence for 
the patient having a psychotic illness. The apparent rationale 
was "he couldn’t have been sane to have done that"'.
32. Prediction of patient's danaerousness
Adult:
1. 'Making decisions regarding degree of supervision needed 
for sexual offender against children, especially where my 
views differed from others involved'.
2. 'The increasing number of referrals of adults with complex 
needs which include violent and aggressive behaviour where the 
task is about assessing dangerousness . . . and there is a 
subsequent difficulty in finding adequate support'.
Child: Nil
Learning Disability: Nil 
Regional Secure Unit:
1. 'The assessment of an arsonist for a court report who was 
clearly very dangerous and needed, in my opinion, a Special 
Hospital placement ... his lawyers ignored my opinion in order 
to obtain as small as possible prison sentence and were 
clearly prejudiced against a National Health disposal'.
2. 'A patient under section 37/41 of the Mental Health Act ... 
he had violent offences and was also a Schedule 1 offender for 
a past violent offence to a child. Allegations of sexual abuse 
were denied by the patient.
The issues were :
i. The patient was given a Section 41 of the Mental Health 
Act, agreed by psychiatrist, but there was disagreement by 
myself and other members of the clinical team. The patient 
resentful of the Section 41 (but not of the Section 37).
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ii. Social Services were involved over contact with the child 
(not past victim, but product of new relationship) . They were 
against any contact at all, even supervised in hospital.
iii. The hospital opinion was that contact during visits would 
present very low to no risk. For long-term contact they were 
still unsure, but the risk was probably moderate to 
significant.
iv. The psychologist was placed in role of "decider" 
concerning risk, outcome of therapy, contact with child ... 
"therapy" was being used as a stalling device by Social 
Services.
There was no contact from Social Services with the 
psychologist. The psychologist's position with patient was 
compromised by the attitude of Social Services in court.
Social Services appeared to want to use the psychologist as 
the bearer of bad news. The case reflects a common 
misunderstandings by Social Services generally; for example, 
of the risk assessment process and surrounding issues. It 
reflects the commonly found controlling approach from Social 
Services concerning Schedule 1 offenders. Child safety is, of 
course, paramount, but the rights of the patient are often 
ignored or dismissed' .
3. 'Concerning some of the patients I see, I have concern 
about their degree of dangerousness, but there is very little 
one can do about it in cases of out-patients'.
4. 'Giving evidence in court about the risk a man poses to his 
young baby and not feeling myself significantly au fait with 
the art/science of risk assessment; therefore, not always 
feeling sufficiently experienced to give opinions'.
Special Hospital:
1. 'Prediction of patient's dangerousness ... I have conflicts 
here because it is very difficult to predict future 
dangerousness when the patient is effectively removed from the 
situation in which he has been dangerous in the past ... . 
overall I think psychologists have very inflated egos 
concerning the prediction of any future behaviour ... I know 
that research seems to suggest that clinicians generally are 
very poor at predicting dangerousness and I wonder why 
psychologists seem to give the impression that they can'.
Training: Nil
Other: Nil
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33. Conflict of 'Psychology Services/ needs with those_of
management/institution
Adult: Nil 
Child: Nil 
Learning Disability:
1. 'Management moves to isolate therapists from their parent 
professions'.
Regional Secure Unit: Nil 
Special Hospital:
1. 'The harassing of a colleague, her eventual mental 
deterioration and finally being made redundant(!) in^  an 
institution with numerous vacancies and difficulty recruiting.
Apparently, all of this result from her refusal to accept the 
institutional procedures and staff behaviour which she 
considered detrimental to female patients'.
2. 'There is a definite conflict between management needs and 
"psychology services" in the hospital. I think the management 
use psychology to make the hospital seem humane when really it 
is little more than a glorified prison. The conflict is that 
if I decide to speak up about this then I would receive some 
form of retribution, as I believe others have done. I believe 
management do this by blocking your career progress and 
unfortunately some "managerial psychologists" are part or
this'.
Training: Nil 
Other: Nil
34. Anv other incident 
Adult: Nil 
Child: Nil
Learning Disability: Nil 
Regional Secure Unit: Nil
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Special Hospital:
1. 'The other incident refers to a colleague who was suspended 
by the management with very little grounds for this action. I 
found this very ethically worrying, because whilst I wanted to 
support this individual I too felt that I would be prejudiced 
against by the management if I took this course of action'.
Training: Nil 
Other: Nil
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7.4 Tables summarising data from the questionnaire across 
the different settings of the participants:
7.4.1 Data for presence o f ‘Yes’ responses
7.4.2 Data for intensity of ethical dilemmas
7.4.3 Data from section 3 of the questionnaire (ie. written 
descriptions of ‘an incident... experienced over the last 24 
months that was ethically troubling to you ...’)
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7.4.1 Data for presence o f ‘Yes’ responses
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Ethical dilemma category Presence 
and 
percentage 
of 'Yes' 
responses
Rank for all 
participants
Confidentiality 70 (79.55%) 1
Conflict of patient's needs with 
institution's/ society's needs
60 (68.18%) 2
How your workplace is organised 54 (61.36%) 3
Colleagues conduct 53 (60.23%) 4 .5
'Questionable' intervention 53 (60.23%) 4 .5
Prediction of patient's dangerousness 52 (59.09%) 6
Working with other disciplines 47 (53.41%) 7
A colleague's competence 45 (51.14%) 8
Conflict of 'Psychology Services' needs 
with those of management/ institution
44 (50.00%) 9
Assessment 41 (46.60%) 1 0 .5
Treatment records 41 (46.60%) 1 0 .5
Your competence 36 (40.91%) 12
A patient who may not voluntarily seek 
treatment
34 (38.64%) 13
Training matter 29 (32.95%) 14
Termination issue 28 (31.82%) 15
Sexual issue 27 (30.68%) 16
Forensic matter 26 (29.55%) 1 7 .5
Receiving supervision 26 (29.55%) 17 .5
Research 25 (28.41%) 19 .5
Ethics codes 25 (28.14%) 1 9 .5
TABLE 7 .1 :  The 34 a r e a s  a d a p te d  and e x te n d e d  f ro m  t h e  APA and  BPS s t u d i e s  u s e d  
t o  m easure  t h e  p re s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
Data for Presence (ie. 'Yes' response) from all Participants (n =88)
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Ethical dilemma category Presence 
and 
percentage 
of 'Yes' 
responses
Rank for all 
participants
Supervising other(s) 24 (27.27%) 21
Payment matter 23 (26.14%) 22
Giving psychological evidence to a 
court or tribunal about a patient's 
treatment
22 (25.00%) 2 3 .5
Interviewing/selecting candidates for a 
j ob(s)
22 (25.00%) 2 3 .5
Ethnicity 21 (23.86%) 25
Medical issue 17 (18.32%) 26
Academic matter 15 (17.05%) 27
Committee 12 (13.64%) 28
Media issue 11 (12.50%) 29
Working with a colleague who is a 
friend or relative
10 (11.36%) 30
Being interviewed/selected for job 9 (10.23%) 3 1 .5
Publishing 9 (10.23%) 3 1 .5
Any other incident 8 (9.09%) 33
Advertising 1 (1.14%) 34
z:.:'U .T T Z L :'
experienced by clinical psychologists in the present study.
Data for Presence (ie. 'Yes' response) from all Participants (n - 88)
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E t h i c a l  dilem m a c a t e g o r y P r e s e n c e  and 
p e r c e n t a g e  o f  
'Y e s '  
r e s p o n s e s
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o n f i d e n t i a l i t y 9 (64.29%) 1 1
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  w i t h  
i n s t i t u t i o n ' s /  s o c i e t y ' s  n e e d s
6 (42.86%) 1 0 .5 2
How y o u r  w o rk p la c e  i s  o r g a n i s e d 8 (57.14%) 5 3
C o l l e a g u e s  c o n d u c t 7 (50.00%) 7 4 .5
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 6 (42.86%) 1 0 .5 4 .5
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
8 (57.14%) 5 6
W ork ing  w i t h  o t h e r  d i s c i p l i n e s 8 (57.14%) 5 7
A c o l l e a g u e ' s  com pe tence 4 (28.57%) 17 8
C o n f l i c t  o f  'P s y c h o lo g y  
S e r v i c e s '  n e e d s  w i t h  t h o s e  o f  
m anagem en t/  i n s t i t u t i o n
8 (57.14%) 5 9
A s s e s s m e n t 6 (42.86%) 1 0 .5 1 0 .5
T r e a tm e n t  r e c o r d s 5 (35.71%) 1 4 .5 1 0 .5
Your com pe tence 5 (35.71%) 1 4 .5 12
A p a t i e n t  who may n o t  
v o l u n t a r i l y  s e e k  t r e a t m e n t
3 (21.43%) 21 13
T r a i n i n g  m a t t e r 4 (28.57%) 17 14
T e r m i n a t i o n  i s s u e 8 (57.14%) 5 15
S e x u a l  i s s u e 2 (14.29%) 2 6 .5 16
F o r e n s i c  m a t t e r 4 (28.57%) 17 1 7 .5
R e c e iv in g  s u p e r v i s i o n 6 (42.86%) 1 0 .5 1 7 .5
R e s e a r c h 3 (21.43%) 21 1 9 ,5
E t h i c s  c o d es 3 (21.43%) 21 1 9 .5
TABLE 7 .2 :  The 34 a r e a s  a d a p te d  and  e x t e n d e d  from  t h e  APA and BPS s t u d i e s  u s e d  
t o  m easure  t h e  p re s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by  c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
Data for Presence (ie. 'Yes' response) from Adult Speciality Participants (n =
14)
-376-
Ethical dilemma category Presence and 
percentage of 
'Yes' 
responses
Rank Rank for all 
participants
Supervising other(s) 6 (42.86%) 10 .5 21
Payment matter 2 (14.29%) 2 6 .5 22
Giving psychological evidence to 
a court or tribunal about a 
patient's treatment
2 (14.29%) 2 6 .5 2 3 .5
Interviewing/selecting 
candidates for a job(s)
3 (21.43%) 21 2 3 .5
Ethnicity 1 (7.14%) 32 25
Medical issue 3 (21.43%) 21 26
Academic matter 2 (14.29%) 2 6 .5 27
Committee 1 (7.14%) 32 28
Media issue 2 (14.29%) 2 6 .5 29
Working with a colleague who is 
a friend or relative
1 (7.14%) 32 30
Being interviewed/selected for 
job
1 (7.14%) 32 3 1 .5
Publishing 2 (14.29%) 2 6 .5 3 1 .5
Any other incident 1 (7.14%) 32 33
Advertising 1 (7.14%) 32 34
TABLE 7 .2  ( c o n t in u e d )  : The 34 a r e a s  a d a p te d  and  e x te n d e d  from  t h e  APA an d  BPS 
s t u d i e s  u s e d  t o  m e a su re  t h e  p r e s e n c e  and  i n t e n s i t y  o f  e t h i c a l  d ilem m as 
e x p e r i e n c e d  by  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s tu d y .
Data for Presence (ie. 'Yes' response) from Adult Speciality Participants (n = 
14) '
-377-
E t h i c a l  d ilem m a c a t e g o r y P r e s e n c e  and  
p e r c e n t a g e  o f  
'Y e s '  
r e s p o n s e s
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o n f i d e n t i a l i t y 5 (100%) 1 1
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  w i t h  
i n s t i t u t i o n ' s /  s o c i e t y ' s  n e e d s
3 (60%) 6 2
How y o u r  w o rk p la c e  i s  o r g a n i s e d 4 (80%) 2 .5 3
C o l l e a g u e s  c o n d u c t 2 (40%) 1 2 .5 4 .5
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 2 (40%) 12 .5 4 .5
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
1 (20%) 2 0 .5 6
W orking  w i t h  o t h e r  d i s c i p l i n e s 2 (40%) 12 .5 7
A c o l l e a g u e ' s  co m p e ten ce 4 (80%) 2 .5 8
C o n f l i c t  o f  'P s y c h o lo g y  
S e r v i c e s '  n e e d s  w i t h  t h o s e  o f  
m anagem en t/  i n s t i t u t i o n
3 (60%) 6 9
A s s e s s m e n t 3 (60%) 6 1 0 .5
T r e a tm e n t  r e c o r d s 2 (40%) 1 2 .5 1 0 .5
Your co m p e ten ce 3 (60%) 6 12
A p a t i e n t  who may n o t  
v o l u n t a r i l y  s e e k  t r e a t m e n t
2 (40%) 12 .5 13
T r a i n i n g  m a t t e r 1 (20%) 2 0 .5 14
T e r m i n a t i o n  i s s u e 3 (60%) 6 15
S e x u a l  i s s u e 1 (20%) 2 0 .5 16
F o r e n s i c  m a t t e r 2 (40%) 1 2 .5 1 7 .5
R e c e iv in g  s u p e r v i s i o n 1 (20%) 2 0 .5 1 7 .5
R e s e a rc h 0 (0%) 2 9 .5 1 9 .5
E t h i c s  c o d e s 1 (20%) 2 0 .5 1 9 .5
TABLE 7 .3 :  The 34 a r e a s  a d a p te d  and e x t e n d e d  fro m  t h e  APA and BPS s t u d i e s  u s e d  
t o  m easure  t h e  p r e s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by  c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s tu d y .
Data for Presence (ie. 'Yes' response) from Child Speciality Participants (n =
5)
-378-
E t h i c a l  dilemma c a t e g o r y P r e s e n c e  and  
p e r c e n t a g e  o f  
'Y e s '  
r e s p o n s e s
Rank Rank f o r  a l l  
p a r t i c i p a n t s
S u p e r v i s i n g  o t h e r ( s ) 2 (40%) 12 .5 21
Payment m a t t e r 0 (0%) 2 9 .5 22
G iv in g  p s y c h o l o g i c a l  e v id e n c e  t o  
a  c o u r t  o r  t r i b u n a l  a b o u t  a 
p a t i e n t ' s  t r e a t m e n t
1 (20%) 2 0 .5 23 .5
I n t e r v i e w i n g / s e l e c t i n g  
c a n d i d a t e s  f o r  a  j o b ( s )
0 (0%) 2 9 .5 2 3 .5
E t h n i c i t y 2 (40%) 1 2 .5 25
M e d ic a l  i s s u e 0 (0%) 2 9 .5 26
Academ ic  m a t t e r 0 (0%) 2 9 .5 27
Com m ittee 0 (0%) 2 9 .5 28
M edia i s s u e 0 (0%) 2 9 .5 29
W orking  w i t h  a  c o l l e a g u e  who i s  
a f r i e n d  o r  r e l a t i v e
1 (20%) 2 0 .5 30
B e in g  i n t e r v i e w e d / s e l e c t e d  f o r  
j o b
0 (0%) 2 9 .5 3 1 .5
P u b l i s h i n g 1 (20%) 2 0 .5 3 1 .5
Any o t h e r  i n c i d e n t 0 (0%) 2 9 .5 33
A d v e r t i s i n g 0 (0%) 2 9 .5 34
TABLE 7 . 3  ( c o n t i n u e d ) : The 34 a r e a s  a d a p te d  and  e x te n d e d  f ro m  t h e  APA an d  BPS 
s t u d i e s  u s e d  t o  m e a su re  t h e  p r e s e n c e  and  i n t e n s i t y  o f  e t h i c a l  d i lem m as 
e x p e r i e n c e d  by  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
D a ta  f o r  P r e s e n c e  ( i e .  'Y e s '  r e s p o n s e )  f ro m  C h i l d  S p e c i a l i t y  P a r t i c i p a n t s  (n = 
5)
-379-
E t h i c a l  dilemma c a t e g o r y P r e s e n c e  and 
p e r c e n t a g e  o f  
'Y e s '  
r e s p o n s e s
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o n f i d e n t i a l i t y 2 (28.57%) 1 7 .5 1
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  w i t h  
i n s t i t u t i o n ' s /  s o c i e t y ' s  n e e d s
6 (85.71%) 1 2
How y o u r  w o rk p la c e  i s  o r g a n i s e d 3 (42.86%) 1 1 .5 3
C o l l e a g u e s  c o n d u c t 5 (71.43%) 4 4 .5
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 5 (71.43%) 4 4 .5
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
5 (71.43%) 4 6
W ork ing  w i t h  o t h e r  d i s c i p l i n e s 5 (71.43%) 4 7
A c o l l e a g u e ' s  com petence 4 (57.14%) 7 .5 8
C o n f l i c t  o f  'P s y c h o lo g y  
S e r v i c e s '  n e e d s  w i t h  t h o s e  o f  
m anagem en t/  i n s t i t u t i o n
3 (42.86%) 1 1 .5 9
A s s e s s m e n t 2 (28.57%) 1 7 .5 1 0 .5
T r e a tm e n t  r e c o r d s 4 (57.14%) 7 .5 1 0 .5
Your com p e ten ce 1 (14.29%) 2 5 .5 12
A p a t i e n t  who may n o t  
v o l u n t a r i l y  s e e k  t r e a t m e n t
3 (42.86%) 1 1 .5 13
T r a i n i n g  m a t t e r 3 (42.86%) 1 1 .5 14
T e r m i n a t i o n  i s s u e 1 (14.29%) 2 5 .5 15
S e x u a l  i s s u e 5 (71.43%) 4 16
F o r e n s i c  m a t t e r 3 (42.86%) 1 1 .5 17 .5
R e c e iv in g  s u p e r v i s i o n 0 (0%) 3 2 .5 17 .5
R e s e a r c h 1 (14.29%) 2 5 .5 1 9 .5
E t h i c s  c o d es 2 (28.57%) 1 7 .5 19 .5
TABLE 7 .4 :  The 34 a r e a s  a d a p te d  and  e x te n d e d  fro m  t h e  APA an d  BPS s t u d i e s  u s e d  
t o  m easure  t h e  p re s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
D a ta  f o r  P r e s e n c e  ( i e .  'Y e s '  r e s p o n s e )  f rom  L e a r n in g  D i s a b i l i t y  S p e c i a l i t y  
P a r t i c i p a n t s  (n = 7)
-380“
E t h i c a l  dilemma c a t e g o r y P r e s e n c e  and 
p e r c e n t a g e  o f  
'Y e s '  
r e s p o n s e s
Rank Rank f o r  a l l  
p a r t i c i p a n t s
S u p e r v i s i n g  o t h e r ( s ) 1 (14.29%) 2 5 .5 21
Paym ent m a t t e r 2 (28.57%) 1 7 .5 22
G iv in g  p s y c h o l o g i c a l  e v id e n c e  t o  
a c o u r t  o r  t r i b u n a l  a b o u t  a  
p a t i e n t ' s  t r e a t m e n t
1 (14.29%) 2 5 .5 2 3 .5
I n t e r v i e w i n g / s e l e c t i n g  
c a n d i d a t e s  f o r  a  j o b ( s )
2 (28.57%) 1 7 .5 2 3 .5
E t h n i c i t y 2 (28.57%) 1 7 .5 25
M e d ic a l  i s s u e 1 (14.29%) 2 5 .5 26
A cadem ic  m a t t e r 1 (14.29%) 2 5 .5 27
C om m ittee 1 (14.29%) 2 5 .5 28
M edia i s s u e 1 (14.29%) 2 5 .5 29
W ork ing  w i t h  a c o l l e a g u e  who i s  
a f r i e n d  o r  r e l a t i v e
3 (42.86%) 1 1 .5 30
B e in g  i n t e r v i e w e d / s e l e c t e d  f o r  
j o b
0 (0%) 3 2 .5 3 1 .5
P u b l i s h i n g 0 (0%) 3 2 .5 3 1 .5
Any o t h e r  i n c i d e n t 1 (14.29%) 2 5 .5 33
A d v e r t i s i n g 0 (0%) 3 2 .5 34
TABLE 7 .4  ( c o n t in u e d )  : The 34 a r e a s  a d a p te d  and  e x te n d e d  f ro m  t h e  APA and BPS 
s t u d i e s  u s e d  t o  m easu re  t h e  p r e s e n c e  and i n t e n s i t y  o f  e t h i c a l  d ilem m as 
e x p e r i e n c e d  b y  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
D a ta  f o r  P r e s e n c e  ( i e .  'Y e s '  r e s p o n s e )  f ro m  L e a r n in g  D i s a b i l i t y  S p e c i a l i t y  
P a r t i c i p a n t s  (n = 7)
-381-
E t h i c a l  dilem m a c a t e g o r y P r e s e n c e  and 
p e r c e n t a g e  o f  
'Y e s '  
r e s p o n s e s
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o n f i d e n t i a l i t y 28 (87.50%) 1 1
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  w i t h  
i n s t i t u t i o n ' s /  s o c i e t y ' s  n e e d s
24 (75.00%) 2 2
How y o u r  w o rk p la c e  i s  o r g a n i s e d 17 (53 .13 ) 6 3
C o l l e a g u e s  c o n d u c t 19 (59.38%) 5 4 .5
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 20 (62.50%) 4 4 .5
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
22 (68.75%) 3 6
W ork ing  w i t h  o t h e r  d i s c i p l i n e s 12 (37.50%) 11 7
A c o l l e a g u e ' s  com pe tence 14 (43.75%) 8 .5 8
C o n f l i c t  o f  'P s y c h o lo g y  
S e r v i c e s '  n e e d s  w i t h  t h o s e  o f  
m an agem en t/  i n s t i t u t i o n
11 (34.38%) 1 3 .5 9
A s s e s s m e n t 14 (43.75%) 8 .5 10 .5
T r e a tm e n t  r e c o r d s 15 (46.88%) 7 10 .5
Your co m p e ten ce 12 (37.50%) 11 12
A p a t i e n t  who may n o t  
v o l u n t a r i l y  s e e k  t r e a t m e n t
12 (37.50%) 11 13
T r a i n i n g  m a t t e r 6 (18.75%) 25 14
T e r m i n a t i o n  i s s u e 8 (25.00%) 2 0 .5 15
S e x u a l  i s s u e 9 (28.13%) 18 16
F o r e n s i c  m a t t e r 10 (31.25%) 1 5 .5 1 7 .5
R e c e i v i n g  s u p e r v i s i o n 5 (15.63%) 2 6 .5 17 .5
R e s e a r c h 5 (15.63%) 2 6 .5 1 9 .5
E t h i c s  c o d e s 7 (21.88%) 23 1 9 .5
TABLE 7 .5 :  The 34 a r e a s  a d a p te d  and e x te n d e d  fro m  t h e  APA an d  BPS s t u d i e s  u s e d  
t o  m easure  t h e  p r e s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
D ata  f o r  P re se n c e  ( i e .  'Y es ' re sp o n se )  f ro m  R e g io n a l  S e c u re  U n i t  P a r t i c i p a n t s  (n 
= 32)
-382-
E t h i c a l  dilemma c a t e g o r y P r e s e n c e  and  
p e r c e n t a g e  o f  
'Y e s '  
r e s p o n s e s
Rank Rank f o r  a l l  
p a r t i c i p a n t s
j ^ a p e r v i s i n g  o t h e r ( s ) 9 (28.13%) 18 21
Payment m a t t e r 10 (31.25%) 15 .5 22
G iv in g  p s y c h o l o g i c a l  e v id e n c e  t o  
a  c o u r t  o r  t r i b u n a l  a b o u t  a 
p a t i e n t ' s  t r e a t m e n t
8 (25.00%) 2 0 .5 2 3 .5
I n t e r v i e w i n g / s e l e c t i n g  
c a n d i d a t e s  f o r  a  j o b ( s )
7 (21.88%) 23 2 3 .5
E t h n i c i t y 7 (21.88%) 23 25
M e d ic a l  i s s u e 9 (28.13%) 18 26
Academ ic  m a t t e r 4 (12.5%) 28 27
C om m ittee 2 (6.25%) 3 0 .5 28
M edia i s s u e 11 (34.38%) 13 .5 29
W orking  w i t h  a c o l l e a g u e  who i s  
a f r i e n d  o r  r e l a t i v e
1 (3.13%) 3 2 .5 30
B e in g  i n t e r v i e w e d / s e l e c t e d  f o r  
j o b
2 (6.25%) 3 0 .5 3 1 .5
P u b l i s h i n g 3 (9.38%) 29 3 1 .5
Any o t h e r  i n c i d e n t 1 (3.13%) 3 2 .5 33
A d v e r t i s i n g 0 (0%) 34 34
TABLE 7 .5  ( c o n t i n u e d ) : The 34 a r e a s  a d a p te d  and  e x t e n d e d  from  t h e  APA and  BPS 
s t u d i e s  u s e d  t o  m easu re  t h e  p r e s e n c e  and i n t e n s i t y  o f  e t h i c a l  d ilem m as 
e x p e r i e n c e d  by  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s tu d y .
D ata  f o r  P re se n c e  ( i e .  'Y es ' re sp o n se )  f ro m  R e g io n a l  S e c u re  U n i t  P a r t i c i p a n t s  (n 
= 32)
—383_
Ethical dilemma category Presence and 
percentage of 
'Yes' 
responses
Rank Rank for all 
participants
Confidentiality 10 (76.92%) 2 1
Conflict of patient's needs with 
institution's/ society's needs
9 (69.23%) 6 2
How your workplace is organised 10 (76.92%) 2 3
Colleagues conduct 9 (69.23%) 6 4 .5
'Questionable' intervention 10 (76.92%) 2 4 .5
Prediction of patient's 
dangerousness
7 (53.85%) 9 6
Working with other disciplines 8 (61.54%) 8 7
A colleague's competence 9 (69.23%) 6 8
Conflict of 'Psychology 
Services' needs with those of 
management/ institution
9 (69.23%) 6 9
Assessment 5 (38.46%) 16 1 0 .5
Treatment records 6 (46.15%) 1 1 .5 1 0 .5
Your competence 5 (38.46%) 16 12
A patient who may not 
voluntarily seek treatment
5 (38.46%) 16 13
Training matter 4 (30.80%) 2 0 .5 14
Termination issue 2 (15.38%) 2 7 .5 15
Sexual issue 6 (46.15%) 1 1 .5 16
Forensic matter 2 (15.38%) 2 7 .5 1 7 .5
Receiving supervision 4 (30.80%) 2 0 .5 1 7 .5
Research 6 (46.15%) 1 1 .5 1 9 .5
Ethics codes 5 (38.46%) 16 1 9 .5
TABLE 7 .6 :  The 34 a r e a s  a d a p te d  and e x t e n d e d  f ro m  t h e  APA and  BPS s t u d i e s  u s e d  
t o  m easure  t h e  p re s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  b y  c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s tu d y .
Data for Presence (ie. 'Yes' response) from Special Hospital Participants (n
13)
-384-
Ethical dilemma category Presence and 
percentage of 
'Yes' 
responses
Rank Rank for all 
participants
Supervising other(s) 3 (23.08%) 2 4 .5 21
Payment matter 5 (38.46%) 16 22
Giving psychological evidence to 
a court or tribunal about a 
patient's treatment
6 (46.15%) 1 1 .5 2 3 .5
Interviewing/selecting 
candidates for a job(s)
4 (38.80%) 2 0 .5 2 3 .5
Ethnicity 3 (23.10%) 2 4 .5 25
Medical issue 1 (7.69%) 30 26
Academic matter 1 (7.69%) 30 27
Committee 3 (23.10%) 2 4 .5 28
Media issue 4 (30.80%) 2 0 .5 29
Working with a colleague who is 
a friend or relative
0 (0%) 33 30
Being interviewed/selected for 
job
1 (7.69%) 30 3 1 .5
Publishing 0 (0%) 33 3 1 .5
Any other incident 3 (23.10%) 2 4 .5 33
Advertising 0 (0%) 33 34
TABLE 7 . 6  ( c o n t i n u e d ) : The 34 a r e a s  a d a p te d  and e x te n d e d  f ro m  t h e  APA and  BPS 
s t u d i e s  u s e d  t o  m e a su re  t h e  p r e s e n c e  and  i n t e n s i t y  o f  e t h i c a l  d ilem m as 
e x p e r i e n c e d  by  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
Data for Presence (ie. 'Yes' response) from Special Hospital Participants (n = 
13)
-385-
Ethical dilemma category Presence and 
percentage of 
'Yes' 
responses
Rank Rank for all 
participants
Confidentiality 8 (100%) 1 1
Conflict of patient's needs with 
institution's/ society's needs
6 (75%) 7 2
How your workplace is organised 5 (62.50%) 1 1 .5 3
Colleagues conduct 7 (87.50%) 3 4 .5
'Questionable' intervention 5 (62.50%) 1 1 .5 4 .5
Prediction of patient's 
dangerousness
3 (37.50%) 1 9 .5 6
Working with other disciplines 6 (75%) 7 7
A colleague's competence 6 (75%) 7 8
Conflict of 'Psychology 
Services' needs with those of 
management/ institution
5 (62.50%) 1 1 .5 9
Assessment 6 (75%) 7 1 0 .5
Treatment records 4 (50.00%) 15 1 0 .5
Your competence 6 (75%) 7 12
A patient who may not 
voluntarily seek treatment
5 (62.50%) 1 1 .5 13
Training matter 7 (87.50%) 3 14
Termination issue 3 (37.50%) 19 .5 15
Sexual issue 1 (12.50%) 30 16
Forensic matter 3 (37.50%) 1 9 .5 1 7 .5
Receiving supervision 7 (87.50%) 3 1 7 .5
Research 4 (50.00%) 15 1 9 .5
Ethics codes 4 (50.00%) 15 1 9 .5
TABLE 7 .7 :  The 34 a r e a s  a d a p te d  and e x te n d e d  from  t h e  APA and  BPS s t u d i e s  u s e d  
t o  m easure  t h e  p r e s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by  c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
Data for Presence (ie. 'Yes' response) from Training Course Participants (n — 8)
-386-
E t h i c a l  dilem m a c a t e g o r y P r e s e n c e  and  
p e r c e n t a g e  o f  
'Y e s '  
r e s p o n s e s
Rank Rank f o r  a l l  
p a r t i c i p a n t s
S u p e r v i s i n g  o t h e r ( s ) 0 (0%) 3 3 .5 21
Paym ent m a t t e r 1 (12.50%) 30 22
G iv in g  p s y c h o l o g i c a l  e v id e n c e  t o  
a c o u r t  o r  t r i b u n a l  a b o u t  a 
p a t i e n t ' s  t r e a t m e n t
2 (25.00%) 25 2 3 .5
I n t e r v i e w i n g / s e l e c t i n g  
c a n d i d a t e s  f o r  a  j o b ( s )
2 (25.00%) 25 2 3 .5
E t h n i c i t y 3 (37.50%) 19 .5 25
M e d ic a l  i s s u e 1 (12.50%) 30 26
A cadem ic  m a t t e r 3 (37.50%) 19 .5 27
C om m ittee 2 (25.00%) 25 28
M edia i s s u e 1 (12.50%) 30 29
W ork ing  w i t h  a c o l l e a g u e  who i s  
a f r i e n d  o r  r e l a t i v e
3 (37.50%) 19 .5 30
B e in g  i n t e r v i e w e d / s e l e c t e d  f o r  
j o b
1 (12.50%) 30 3 1 .5 -
P u b l i s h i n g 2 (25.00%) 25 3 1 .5
Any o t h e r  i n c i d e n t 2 (25.00%) 25 33
A d v e r t i s i n g 0 (0%) 3 3 .5 34
TABLE 7 . 7  ( c o n t i n u e d ) : The 34 a r e a s  a d a p t e d  and e x te n d e d  f ro m  t h e  APA and  BPS 
s t u d i e s  u s e d  t o  m e a su re  t h e  p r e s e n c e  and  i n t e n s i t y  o f  e t h i c a l  d i lem m as 
e x p e r i e n c e d  b y  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
D ata  f o r  P re se n c e  ( i e .  'Y es ' r e sp o n se )  f ro m  T r a i n i n g  C ourse  P a r t i c i p a n t s  (n = 8)
-387-
E t h i c a l  d ilem m a c a t e g o r y P r e s e n c e  and 
p e r c e n t a g e  o f  
'Y e s '  
r e s p o n s e s
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o n f i d e n t i a l i t y 8 00 CO CO CO dP 1 1
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  w i t h  
i n s t i t u t i o n ' s /  s o c i e t y ' s  n e e d s
6 ( 6 6 . 6 6 % ) 4 .5 2
How y o u r  w o r k p la c e  i s  o r g a n i s e d 7 (77.77%) 2 3
C o l l e a g u e s  c o n d u c t 4 (44.44%) 14 4 .5
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 5 (55.55%) 8 .5 4 .5
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
6 (66.66%) 4 .5 6
W orking  w i t h  o t h e r  d i s c i p l i n e s 6 (66.66%) 4 .5 7
A c o l l e a g u e ' s  com pe tence 4 ( 6 6 . 6 6 % ) 14 8
C o n f l i c t  o f  'P s y c h o lo g y  
S e r v i c e s '  n e e d s  w i t h  t h o s e  o f  
m anagem en t/  i n s t i t u t i o n
5 (66.66%) 8 .5 9
A s se s sm e n t 5 (66.66%) 8 .5 1 0 .5
T r e a tm e n t  r e c o r d s 5 (66.66%) 8 .5 1 0 .5
Your com p e ten ce 4 ( 6 6 . 6 6 % ) 14 1 2
A p a t i e n t  who may n o t  
v o l u n t a r i l y  s e e k  t r e a t m e n t
4 ( 6 6 . 6 6 % ) 14 13
T r a i n i n g  m a t t e r 4 (66.66%) 14 14
T e r m i n a t i o n  i s s u e 3 (33.33%) 2 1 .5 15
S e x u a l  i s s u e 3 (33.33%) 2 1 .5 16
F o r e n s i c  m a t t e r 2 ( 2 2 . 2 2 % ) 2 7 .5 1 7 .5
R e c e i v i n g  s u p e r v i s i o n 3 (33.33%) 21 .5 1 7 .5
R e s e a r c h 6 (66.66%) 4 .5 1 9 .5
E t h i c s  c o d es 3 (33.33%) 2 1 .5 1 9 .5
TABLE 7 .8 :  The 34 a r e a s  a d a p te d  and  e x t e n d e d  fro m  t h e  APA and BPS s t u d i e s  u s e d  
t o  m easure  t h e  p r e s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by  c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s tu d y .
Data for Presence (ie. 'Yes' response) from 'Other' Participants (n = 9)
-388-
E t h i c a l  d ilem m a c a t e g o r y P r e s e n c e  and  
p e r c e n t a g e  o f  
'Y e s '  
r e s p o n s e s
Rank Rank f o r  a l l  
p a r t i c i p a n t s
S u p e r v i s i n g  o t h e r ( s ) 3 (33.33%) 2 1 .5 21
Paym ent m a t t e r 3 (33.33%) 2 1 .5 22
G iv in g  p s y c h o l o g i c a l  e v id e n c e  t o  
a  c o u r t  o r  t r i b u n a l  a b o u t  a  
p a t i e n t ' s  t r e a t m e n t
2 (22.22%) 2 7 .5 2 3 .5
I n t e r v i e w i n g / s e l e c t i n g  
c a n d i d a t e s  f o r  a j o b ( s )
4 (66.66%) 14 2 3 .5
E t h n i c i t y 3 (33.33%) 2 1 .5 25
M e d ic a l  i s s u e 2 (22.22%) 2 7 .5 26
A cadem ic  m a t t e r 4 (66.66%) 14 27
C om m ittee 3 (33.33%) 2 1 .5 28
M edia i s s u e 2 (22.22%) 2 7 .5 29
W ork ing  w i t h  a c o l l e a g u e  who i s  
a f r i e n d  o r  r e l a t i v e
1 (11.11%) 3 1 .5 30
B e in g  i n t e r v i e w e d / s e l e c t e d  f o r  
j o b
1 (11.11%) 3 1 .5 3 1 .5
P u b l i s h i n g 1 (11.11%) 3 1 .5 3 1 .5
Any o t h e r  i n c i d e n t 1 (11.11%) 3 1 .5 33
A d v e r t i s i n g 0 (0%) 34 34
TABLE 7 .8  ( c o n t in u e d )  : The 34 a r e a s  a d a p te d  and  e x t e n d e d  f ro m  t h e  APA and  BPS 
s t u d i e s  u s e d  t o  m e a su re  t h e  p r e s e n c e  and  i n t e n s i t y  o f  e t h i c a l  d ilem m as 
e x p e r i e n c e d  by  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
D a ta  f o r  P r e s e n c e  ( i e .  'Y e s '  r e s p o n s e )  f ro m  'O t h e r '  P a r t i c i p a n t s  (n = 9)
-389-
7.4.2 Data for intensity of ethical dilemmas
-390-
E t h i c a l  dilem m a c a t e g o r y Mean S ta n d a r d
D e v i a t i o n
Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s  c o n d u c t 4 1 .1 1 3 9 .9 0 1
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  
w i t h  i n s t i t u t i o n ' s /  
s o c i e t y ' s  n e e d s
3 9 .4 7 3 6 .08 2
How y o u r  w o rk p la c e  i s  
o r g a n i s e d
3 6 .4 7 3 7 .4 9 3
C o n f i d e n t i a l i t y 3 5 .1 6 2 7 .9 3 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
32 .6 8 3 4 .2 9 5
C o n f l i c t  o f  'P s y c h o lo g y  
S e r v i c e s '  n e e d s  w i t h  t h o s e  
o f  m anagem en t/  i n s t i t u t i o n
3 2 .5 7 3 8 .3 7 6
A c o l l e a g u e ' s  com petence 3 2 .3 0 3 7 .9 5 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 3 0 .9 5 3 2 .7 9 8
W ork ing  w i t h  o t h e r  
d i s c i p l i n e s
2 9 .4 0 3 3 .9 3 9
T r e a tm e n t  r e c o r d s 2 3 .4 0 3 1 .2 4 10
A s s e s s m e n t 2 2 .1 3 3 0 .1 9 11
A p a t i e n t  who may n o t  
v o l u n t a r i l y  s e e k  t r e a t m e n t
2 1 .7 2 3 1 .0 5 12
F o r e n s i c  m a t t e r 1 8 .1 8 3 0 .7 7 13
S e x u a l  i s s u e 1 7 .3 4 3 0 .3 3 14
Your co m p e ten ce 1 6 .3 9 2 5 .2 7 15
T r a i n i n g  m a t t e r 1 5 .6 5 2 6 .4 7 16
T e r m i n a t i o n  i s s u e 1 5 .2 4 2 6 .6 1 17
R e c e iv in g  s u p e r v i s i o n 1 4 .4 5 2 8 .3 9 18
M edia i s s u e 1 3 .9 2 28 .4 3 19
E t h i c s  c o d e s 1 2 .8 8 2 4 .9 1 20
TABLE 7 .9 :  The 34 a r e a s  a d a p te d  and  e x t e n d e d  from  t h e  APA and  BPS s t u d i e s  u s e d  
t o  m easure  t h e  p re s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by  c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
Data for All Participants (n = 88)
-391-
E t h i c a l  dilemma c a t e g o r y Mean S ta n d a r d
D e v ia t io n
Rank f o r  a l l  
p a r t i c i p a n t s
E t h n i c i t y 1 1 .5 5 23 .7 1 21
G iv in g  p s y c h o l o g i c a l  
e v id e n c e  t o  a c o u r t  o r  
t r i b u n a l  a b o u t  a  p a t i e n t ' s  
t r e a t m e n t
1 0 .5 2 23 .0 6 22
R e s e a r c h 1 0 .4 9 2 0 .50 23
I n t e r v i e w i n g / s e l e c t i n g  
c a n d i d a t e s  f o r  a  j o b ( s )
1 0 .4 8 2 3 .45 24
M e d ic a l  i s s u e 9 .5 3 2 2 .70 25
Payment m a t t e r 9 .4 4 19 .60 26
A cadem ic  m a t t e r 9 .2 5 2 2 .4 9 27
S u p e r v i s i n g  o t h e r ( s ) 8 .5 2 18 .66 28
C om m ittee 7 . 61 22 .42 29
Any o t h e r  i n c i d e n t 6 .8 5 2 2 .5 9 30
B e in g  i n t e r v i e w e d / s e l e c t e d  
f o r  jo b
4 .8 9 16 .92 31
W orking  w i t h  a c o l l e a g u e  who 
i s  a f r i e n d  o r  r e l a t i v e
4 .0 5 14 .30 32
P u b l i s h i n g 2 .8 9 9 .78 33
A d v e r t i s i n g 0 .3 6 3 .4 1 34
TABLE 7 . 9  ( c o n t in u e d )  : The 34 a r e a s  a d a p t e d  and e x te n d e d  f ro m  t h e  APA 
s t u d i e s  u s e d  t o  m easu re  t h e  p r e s e n c e  and i n t e n s i t y  o f  e t h i c a l  
e x p e r i e n c e d  b y  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
D a ta  f o r  A l l  P a r t i c i p a n t s  (n = 88)
and  BPS 
dilem m as
-392-
E t h i c a l  dilemma c a t e g o r y Mean S t a n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s  c o n d u c t 3 1 .8 6 4 0 .8 4 5 1
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  
w i t h  i n s t i t u t i o n ' s /  
s o c i e t y ' s  n e e d s
2 8 .0 7 3 8 .4 0 7 2
How y o u r  w o rk p la c e  i s  
o r g a n i s e d
2 5 .64 3 8 .0 2 8 3
C o n f i d e n t i a l i t y 3 6 .64 3 4 .5 2 2 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
3 5 .8 6 3 7 .5 8 3 5
C o n f l i c t  o f  'P s y c h o lo g y  
S e r v i c e s '  n e e d s  w i t h  t h o s e  
o f  m anagem ent/  i n s t i t u t i o n
45 .14 4 0 .1 9 1 6
A c o l l e a g u e ' s  co m p e ten ce 2 0 .4 3 3 8 .3 3 11 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 1 9 .07 2 7 .0 5 13 8
W orking  w i t h  o t h e r  
d i s c i p l i n e s
3 1 .50 3 1 .5 5 6 9
T r e a tm e n t  r e c o r d s 2 0 .57 3 4 .9 5 10 10
A s s e s s m e n t 2 5 .5 0 3 6 .7 5 9 11
A p a t i e n t  who may n o t  
v o l u n t a r i l y  s e e k  t r e a t m e n t
1 2 .5 7 3 0 .9 6 17 12
F o r e n s i c  m a t t e r 15 .43 2 9 .3 9 15 13
S e x u a l  i s s u e 8 .2 1 2 2 .3 8 21 14
Your com petence 1 8 .0 0 2 8 .0 4 14 15
T r a i n i n g  m a t t e r 1 0 .8 6 1 8 .7 7 20 16
T e r m i n a t i o n  i s s u e 3 5 .0 7 3 4 .8 0 4 17
R e c e i v i n g  s u p e r v i s i o n 19 .17 3 3 .5 3 12 18
M edia i s s u e 12 .00 3 0 .9 9 18 19
E t h i c s  c o d e s 6 .2 9 1 4 .8 9 25 20
TABLE 7 .1 0 :  The 34 a r e a s  a d a p te d  and e x te n d e d  fro m  t h e  APA and  BPS s t u d i e s  u s e d  
t o  m easure  t h e  p re s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by  c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
Data for Adult Speciality Participants (n = 14)
'-393—
E t h i c a l  dilemma c a t e g o r y Mean S ta n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
E t h n i c i t y 5 .3 6 2 0 .0 4 27 21
G iv in g  p s y c h o l o g i c a l  
e v i d e n c e  t o  a c o u r t  o r  
t r i b u n a l  a b o u t  a  p a t i e n t ' s  
t r e a t m e n t
2 .5 7 8 .0 5 30 22
R e s e a r c h 6 .93 13 .2 5 23 23
I n t e r v i e w i n g / s e l e c t i n g  
c a n d i d a t e s  f o r  a  j o b ( s )
5 .0 0 1 0 .6 3 28 24
M e d ic a l  i s s u e 6 .50 1 5 .1 5 24 25
Paym ent m a t t e r 3 .2 1 9 .5 3 29 26
A cadem ic  m a t t e r 1 0 .93 2 8 .7 1 19 27
S u p e r v i s i n g  o t h e r ( s ) 1 4 .5 0 2 7 .1 5 16 28
C om m ittee 7 .0 7 2 6 .4 6 22 29
Any o t h e r  i n c i d e n t 0 0 34 30
B e in g  i n t e r v i e w e d / s e l e c t e d  
f o r  j o b
1 .5 7 5 .8 8 32 3 1 .5
W ork ing  w i t h  a c o l l e a g u e  who 
i s  a  f r i e n d  o r  r e l a t i v e
1 .5 7 5 .8 8 32 3 1 .5
P u b l i s h i n g 5 .8 6 1 5 .5 0 26 33
A d v e r t i s i n g 2 .2 9 8 .5 5 31 34
TABLE 7 .1 0  ( c o n t i n u e d ) : The 34 a r e a s  a d a p te d  and  e x t e n d e d  f ro m  t h e  APA and  BPS 
s t u d i e s  u s e d  t o  m e a su re  t h e  p r e s e n c e  and  i n t e n s i t y  o f  e t h i c a l  d ilem m as 
e x p e r i e n c e d  by  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
D a ta  f o r  A d u l t  S p e c i a l i t y  P a r t i c i p a n t s  (n = 14)
-394-
E t h i c a l  dilemma c a t e g o r y Mean S ta n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s  c o n d u c t 30 . 60 4 4 .5 7 9 1
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  
w i t h  i n s t i t u t i o n ' s /  
s o c i e t y ' s  n eed s
3 4 .0 0 4 2 .4 7 7 2
How y o u r  w o rk p la c e  i s  
o r g a n i s e d
4 5 .4 0 3 6 .4 1 2 3
C o n f i d e n t i a l i t y 5 7 .2 0 2 8 .0 5 1 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
1 2 .0 0 2 6 .8 3 17 5
C o n f l i c t  o f  'P s y c h o lo g y  
S e r v i c e s '  n e e d s  w i t h  t h o s e  
o f  m anagem ent/  i n s t i t u t i o n
3 9 .4 0 5 0 .2 6 3 6
A c o l l e a g u e ' s  com petence 3 4 .4 0 4 1 .9 6 6 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 2 8 .2 0 4 0 .5 5 11 8
W orking w i t h  o t h e r  
d i s c i p l i n e s
36 . 60 5 0 .2 6 4 9
T re a tm e n t  r e c o r d s 8 .6 0 1 2 .64 19 10
A s se s sm e n t 1 7 .00 2 7 .2 9 14 11
A p a t i e n t  who may n o t  
v o l u n t a r i l y  s e e k  t r e a t m e n t
17 .6 0 2 4 .2 7 13 12
F o r e n s i c  m a t t e r 3 0 .0 0 4 2 .8 0 10 13
S e x u a l  i s s u e 12 .00 2 6 .8 3 17 14
Your com pe tence 2 5 .0 0 3 1 .0 2 12 15
T r a i n i n g  m a t t e r 1 6 .0 0 3 5 .7 8 15 16
T e r m in a t io n  i s s u e 3 5 .0 0 4 2 .0 6 5 17
R e c e iv in g  s u p e r v i s i o n 4 .4 0 9 .84 21 18
Media i s s u e 0 0 2 9 .5 19
E t h i c s  c o d e s 1 6 .0 0 3 5 .7 8 15 20
TABLE 7 .1 1 :  The 34 a r e a s  a d a p te d  and e x te n d e d  from  t h e  APA and  BPS s t u d i e s  u s e d  
t o  m easure  t h e  p re s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by  c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
Data for Child Speciality Participants (n = 5)
-395-
E t h i c a l  dilem m a c a t e g o r y Mean S ta n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
E t h n i c i t y 3 2 .4 0 4 5 .0 4 8 21
G iv in g  p s y c h o l o g i c a l  
e v id e n c e  t o  a c o u r t  o r  
t r i b u n a l  a b o u t  a p a t i e n t ' s  
t r e a t m e n t
3 .4 0 7 .6 0 22 22
R e s e a r c h 0 0 2 9 .5 23
I n t e r v i e w i n g / s e l e c t i n g  
c a n d i d a t e s  f o r  a  j o b ( s )
0 0 2 9 .5 24
M e d ic a l  i s s u e 0 0 2 9 .5 25
Payment m a t t e r 0 0 2 9 .5 26
A cadem ic  m a t t e r 0 0 2 9 .5 27
S u p e r v i s i n g  o t h e r ( s ) 7 .6 0 1 0 .7 8 20 28
C om m ittee 0 0 2 9 .5 29
Any o t h e r  i n c i d e n t 0 0 2 9 .5 30
B e in g  i n t e r v i e w e d / s e l e c t e d  
f o r  jo b
0 0 2 9 .5 31
W orking w i t h  a c o l l e a g u e  who 
i s  a  f r i e n d  o r  r e l a t i v e
2 . 60 5 .8 1 23 32
P u b l i s h i n g 2 .0 0 4 .4 7 24 33
A d v e r t i s i n g 0 0 2 9 .5 34
TABLE 7 .1 1  ( c o n t i n u e d ) : The 34 a r e a s  a d a p t e d  and  e x te n d e d  f ro m  t h e  APA and  BPS 
s t u d i e s  u s e d  t o  m easu re  t h e  p r e s e n c e  and  i n t e n s i t y  o f  e t h i c a l  d i lem m as 
e x p e r i e n c e d  by  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
D a ta  f o r  C h i l d  S p e c i a l i t y  P a r t i c i p a n t s  (n = 5)
—396—
E t h i c a l  d ilem m a c a t e g o r y Mean S t a n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s  c o n d u c t 62 .7 1 4 3 .7 0 1 1
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  
w i t h  i n s t i t u t i o n ' s /  
s o c i e t y ' s  n e e d s
5 0 .2 9 3 6 .1 4 2 2
How y o u r  w o r k p la c e  i s  
o r g a n i s e d
3 0 .4 3 3 8 .4 0 12 3
C o n f i d e n t i a l i t y 8 .5 7 1 8 .6 4 27 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
4 6 .8 6 3 4 .5 7 4 5
C o n f l i c t  o f  'P s y c h o lo g y  
S e r v i c e s '  n e e d s  w i t h  t h o s e  
o f  m anagem en t/  i n s t i t u t i o n
3 2 .8 6 4 2 .6 6
>
10 6
A c o l l e a g u e ' s  com pe tence 4 5 .4 3 4 2 .8 7 6 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 4 6 .2 9 3 4 .5 2 5 8
W orking  w i t h  o t h e r  
d i s c i p l i n e s
4 1 .5 7 3 8 .3 3 7 9
T r e a tm e n t  r e c o r d s 3 5 .7 7 3 7 .1 6 8 10
A s s e s s m e n t 2 0 .4 3 3 5 .3 2 17 11
A p a t i e n t  who may n o t  
v o l u n t a r i l y  s e e k  t r e a t m e n t
3 5 .1 4 4 4 .1 2 9 12
F o r e n s i c  m a t t e r 3 1 .0 0 3 8 .7 3 11 13
S e x u a l  i s s u e 4 8 .3 3 3 8 .9 1 3 14
Your com p e ten ce 7 .4 3 1 9 .6 5 28 15
T r a i n i n g  m a t t e r 2 9 .8 6 3 8 .5 2 13 16
T e r m i n a t i o n  i s s u e 1 1 .7 1 3 0 .9 9 2 0 .5 17
R e c e iv in g  s u p e r v i s i o n 0 0 3 2 .5 18
M edia i s s u e 8 .5 7 2 2 .6 8 26 19
E t h i c s  c o d e s 1 7 .57 3 0 .7 3 18 20
TABLE 7 .1 2 :  The 34 a r e a s  a d a p te d  and e x te n d e d  from  t h e  APA and BPS s t u d i e s  u s e d  
t o  m easure  t h e  p r e s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by  c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
Data for Learning Disability Speciality Participants (n = 7)
—397 —
E t h i c a l  d ilem m a c a t e g o r y Mean S t a n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
E t h n i c i t y 2 0 .4 3 3 7 .0 3 16 21
G iv in g  p s y c h o l o g i c a l  
e v i d e n c e  t o  a c o u r t  o r  
t r i b u n a l  a b o u t  a  p a t i e n t ' s  
t r e a t m e n t
1 0 .2 9 2 7 .2 1 24 22
R e s e a r c h 2 .7 1 7 .1 8 29 23
I n t e r v i e w i n g / s e l e c t i n g  
c a n d i d a t e s  f o r  a  j o b ( s )
2 5 .1 4 4 2 .9 4 14 24
M e d ic a l  i s s u e 1 1 .7 1 3 0 .9 9 2 0 .5 25
Payment m a t t e r 1 6 .00 2 7 .7 1 19 26
‘A cadem ic  m a t t e r 1 1 .14 2 9 .4 8 22 27
S u p e r v i s i n g  o t h e r ( s ) 1 .4 3 3 .7 8 30 28
C om m ittee 8 .8 6 2 3 .4 3 25 29
Any o t h e r  i n c i d e n t 11 .14 2 9 .4 8 22 30
B e in g  i n t e r v i e w e d / s e l e c t e d  
f o r  j o b
0 0 3 2 .5 31
W orking  w i t h  a c o l l e a g u e  who 
i s  a  f r i e n d  o r  r e l a t i v e
2 0 .5 7 2 8 .6 1 15 32
P u b l i s h i n g 0 0 3 2 .5 33
A d v e r t i s i n g 0 0 3 2 .5 34
TABLE 7 .1 2  ( c o n t i n u e d ) : The 34 a r e a s  a d a p t e d  and  e x te n d e d  fro m  t h e  APA and  BPS 
s t u d i e s  u s e d  t o  m e a s u re  t h e  p r e s e n c e  and  i n t e n s i t y  o f  e t h i c a l  d ilem m as 
e x p e r i e n c e d  by  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s tu d y .
D a ta  f o r  L e a r n in g  D i s a b i l i t y  S p e c i a l i t y  P a r t i c i p a n t s  (n = 7)
-398-
E t h i c a l  dilemma c a t e g o r y Mean S ta n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s  c o n d u c t 3 8 .8 4 3 8 .4 2 2 1
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  
w i t h  i n s t i t u t i o n ' s /  
s o c i e t y ' s  n e e d s
4 1 .4 1 3 3 .1 1 1 2
How y o u r  w o rk p la c e  i s  
o r g a n i s e d
3 3 .0 0 3 7 .7 3 4 3
C o n f i d e n t i a l i t y 3 5 .6 6 2 6 .4 2 3 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
3 0 .3 4 2 9 .2 5 5 5
C o n f l i c t  o f  'P s y c h o lo g y  
S e r v i c e s '  n e e d s  w i t h  t h o s e  
o f  m anagem en t/  i n s t i t u t i o n
1 8 .6 9 3 1 .5 2 13 6
A c o l l e a g u e ' s  com pe tence 29 .2 2 3 7 .4 0 6 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 27 .8 4 3 1 .1 2 7 8
W ork ing  w i t h  o t h e r  
d i s c i p l i n e s
2 3 .1 2 3 2 .2 9 8 9
T r e a tm e n t  r e c o r d s 2 3 .0 6 3 0 .3 4 9 10
A s s e s s m e n t 2 0 .4 7 3 0 .7 5 12 11
A p a t i e n t  who may n o t  
v o l u n t a r i l y  s e e k  t r e a t m e n t
2 1 .6 6 3 0 .6 3 10 12
F o r e n s i c  m a t t e r 1 8 .0 6 3 0 .32 14 13
S e x u a l  i s s u e 1 3 .4 7 2 7 .2 6 16 14
Your co m p e ten ce 1 2 .6 9 2 1 .9 0 18 .5 15
T r a i n i n g  m a t t e r 8 .5 6 2 1 .1 4 26 16
T e r m i n a t i o n  i s s u e 9 .3 1 2 0 .2 7 22 17
R e c e iv in g  s u p e r v i s i o n 1 0 .34 2 6 .4 0 21 18
M edia i s s u e 2 0 .7 5 3 3 .2 9 11 19
E t h i c s  c o d e s 9 .0 0 21. 66 2 4 .5 20
TABLE 7 .1 3 :  The 34 a r e a s  a d a p te d  and e x t e n d e d  from  t h e  APA and  BPS s t u d i e s  u s e d  
t o  m easure  t h e  p r e s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by  c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s tu d y .
Data for RSU Participants (n = 32)
-399-
E t h i c a l  dilemma c a t e g o r y Mean S ta n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
E t h n i c i t y 7 .2 5 15 .54 27 21
G iv in g  p s y c h o l o g i c a l  
e v i d e n c e  t o  a c o u r t  o r  
t r i b u n a l  a b o u t  a  p a t i e n t ' s  
t r e a t m e n t
1 3 .31 27.39 1 8 .5 22
R e s e a r c h 5 .0 3 12 .48 29 23
I n t e r v i e w i n g / s e l e c t i n g  
c a n d i d a t e s  f o r  a  j o b ( s )
11. 66 2 6 .67 20 24
M e d ic a l  i s s u e 1 5 .00 2 7 .4 5 15 25
Payment m a t t e r 1 3 .31 2 4 .6 5 18 26
A cadem ic  m a t t e r 8 .8 4 2 3 .8 9 25 27
S u p e r v i s i n g  o t h e r ( s ) 9 .0 0 1 7 .66 2 4 .5 28
Com m ittee 2 .6 6 12 .04 30 29
Any o t h e r  i n c i d e n t 1 .5 0 8 .4 9 32 30
B e in g  i n t e r v i e w e d / s e l e c t e d  
f o r  j o b
5 .1 6 20 .38 28 31
W orking  w i t h  a c o l l e a g u e  who 
i s  a f r i e n d  o r  r e l a t i v e
0 .0 9 0 .5 3 33 32
P u b l i s h i n g 2 .0 9 8 .1 6 31 33
A d v e r t i s i n g 0 .0 0 0 .00 34 34
TABLE 7 .1 3  ( c o n t i n u e d ) : The 34 a r e a s  a d a p te d  and e x te n d e d  f ro m  t h e  APA and  BPS 
s t u d i e s  u s e d  t o  m e a su re  t h e  p r e s e n c e  and  i n t e n s i t y  o f  e t h i c a l  d ilem m as 
e x p e r i e n c e d  by  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
D a ta  f o r  RSU P a r t i c i p a n t s  (n = 32)
— 400—
E t h i c a l  dilem m a c a t e g o r y Mean S ta n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s  c o n d u c t 5 1 .5 4 41 .81 2 1
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  
w i t h  i n s t i t u t i o n ' s /  
s o c i e t y ' s  n e e d s
3 8 .3 8 3 5 .9 9 5 2
How y o u r  w o rk p la c e  i s  
o r g a n i s e d
5 8 .8 5 3 9 .1 9 1 3
C o n f i d e n t i a l i t y 3 0 .5 4 2 3 .7 0 8 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
3 0 .2 3 3 4 .0 0 9 5
C o n f l i c t  o f  'P s y c h o lo g y  
S e r v i c e s '  n e e d s  w i t h  t h o s e  
o f  m anagem ent/  i n s t i t u t i o n
4 6 .3 1 3 9 .2 1 3 6
A c o l l e a g u e ' s  com petence 3 9 .3 8 3 8 .6 3 4 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 36. 69 2 8 .7 6 6 8
W orking  w i t h  o t h e r  
d i s c i p l i n e s
3 5 .2 3 3 9 .6 6 7 9
T r e a tm e n t  r e c o r d s 2 4 .6 2 35 .48 11 10
A sse s sm e n t 2 3 .8 5 3 2 .8 3 12 11
A p a t i e n t  who may n o t  
v o l u n t a r i l y  s e e k  t r e a t m e n t
2 1 .6 2 3 0 .1 8 12 12
F o r e n s i c  m a t t e r 7 .4 6 18 .22 26 13
S e x u a l  i s s u e 2 9 .3 1 3 6 .7 3 10 14
Your com petence 1 7 .92 2 9 .68 15 15
T r a i n i n g  m a t t e r 1 4 .08 2 8 .78 19 16
T e r m in a t io n  i s s u e 3 .6 2 10 .00 31 17
R e c e iv in g  s u p e r v i s i o n 1 2 .15 2 8 .4 5 21 18
M edia i s s u e 16 .00 2 8 .9 0 17 19
E t h i c s  c o d es 1 7 .6 9 2 6 .02 16 20
TABLE 7 .1 4 :  The 34 a r e a s  a d a p te d  and e x te n d e d  fro m  t h e  APA and  BPS s t u d i e s  u s e d  
t o  m easure  t h e  p r e s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
Data for Special Hospital Participants (n = 13)
— 401—
E t h i c a l  d ilem m a c a t e g o r y Mean S t a n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
E t h n i c i t y 11 .38 2 3 .2 7 22 21
G iv in g  p s y c h o l o g i c a l  
e v id e n c e  t o  a  c o u r t  o r  
t r i b u n a l  a b o u t  a  p a t i e n t ' s  
t r e a t m e n t
14 .23 2 2 .7 8 19 22
R e s e a r c h 1 3 .62 2 2 .7 9 20 23
I n t e r v i e w i n g / s e l e c t i n g  
c a n d i d a t e s  f o r  a  j o b ( s )
9 .3 1 1 4 .6 9 24 24
M e d ic a l  i s s u e 5 .3 8 1 9 .4 1 28 25
Payment m a t t e r 8 .6 9 1 5 .0 3 25 26
A cadem ic  m a t t e r 3 .8 5 1 3 .8 7 29 .5 27
S u p e r v i s i n g  o t h e r ( s ) 5 .9 2 1 1 .2 9 27 28
Com m ittee 1 0 .7 7 2 7 .5 3 23 29
Any o t h e r  i n c i d e n t 19 .38 3 7 .3 5 14 30
B e in g  i n t e r v i e w e d / s e l e c t e d  
f o r  j o b
3 .8 5 1 3 .8 7 29 .5 31
W orking  w i t h  a  c o l l e a g u e  who 
i s  a f r i e n d  o r  r e l a t i v e
0 .00 0 .0 0 33 32
P u b l i s h i n g 0 .00 0 .0 0 33 33
A d v e r t i s i n g 0 .0 0 0 .0 0 33 34
TABLE 7 .1 4  ( c o n t i n u e d ) : The 34 a r e a s  a d a p te d  and  e x te n d e d  from  t h e  APA and  BPS 
s t u d i e s  u s e d  t o  m easu re  t h e  p r e s e n c e  and  i n t e n s i t y  o f  e t h i c a l  d i lem m as 
e x p e r i e n c e d  by  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
D a ta  f o r  S p e c i a l  H o s p i t a l  P a r t i c i p a n t s  (n = 13)
-402-
E t h i c a l  dilem m a c a t e g o r y Mean S t a n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s  c o n d u c t 42 .38 3 4 .2 0 4 1
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  
w i t h  i n s t i t u t i o n ' s /  
s o c i e t y ' s  n e e d s
40 .25 3 7 .8 7 5 2
How y o u r  w o rk p la c e  i s  
o r g a n i s e d
3 6 .3 8 3 4 .9 4 8 3
C o n f i d e n t i a l i t y 3 8 .1 3 2 2 .5 0 7 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
2 5 .0 0 3 9 .2 8 14 5
C o n f l i c t  o f  'P s y c h o lo g y  
S e r v i c e s '  n e e d s  w i t h  t h o s e  
o f  m anagem ent/  i n s t i t u t i o n
3 9 .25 4 1 .9 3 6 6
A c o l l e a g u e ' s  com p e ten ce 45 .38 3 5 .9 4 2 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 2 6 .3 7 3 3 .5 2 12 8
W orking  w i t h  o t h e r  
d i s c i p l i n e s
25 .88 3 2 .1 8 13 9
T r e a tm e n t  r e c o r d s 17 .88 2 1 .0 1 19 10
A s se s sm e n t 23 .38 2 0 .7 7 15 11
A p a t i e n t  who may n o t  
v o l u n t a r i l y  s e e k  t r e a t m e n t
3 0 .1 3 2 7 .2 5 9 12
F o r e n s i c  m a t t e r 2 7 .6 3 4 0 .7 7 1 0 .5 13
S e x u a l  i s s u e 1 .88 5 .3 0 3 1 .5 14
Your com petence 2 7 .6 3 2 6 .3 9 1 0 .5 15
T r a i n i n g  m a t t e r 43 .38 2 5 .0 3 3 16
T e r m i n a t i o n  i s s u e 9 .7 5 1 4 .9 1 27 17
R e c e iv in g  s u p e r v i s i o n 4 6 .5 0 3 2 .4 2 1 18
M edia i s s u e 10 .38 2 9 .3 4 25 19
E t h i c s  c o d es 19 .75 3 1 .2 3 18 20
TABLE 7 .1 5 :  The 34 a r e a s  a d a p te d  and e x te n d e d  f ro m  t h e  APA and  BPS s t u d i e s  u s e d  
t o  m easure  t h e  p re s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
Data for Training Course Participants (n = 8)
-403-
E t h i c a l  dilemma c a t e g o r y Mean S ta n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
E t h n i c i t y 1 4 .6 3 2 0 .7 7 22 21
G iv in g  p s y c h o l o g i c a l  
e v id e n c e  t o  a c o u r t  o r  
t r i b u n a l  a b o u t  a  p a t i e n t ' s  
t r e a t m e n t
1 0 .0 0 2 0 .8 7 26 22
R e s e a r c h 2 1 .5 0 3 3 .7 0 16 23
I n t e r v i e w i n g / s e l e c t i n g  
c a n d i d a t e s  f o r  a  j o b ( s )
1 2 .1 3 3 1 .1 9 23 24
M e d ic a l  i s s u e 1 .8 8 5 .3 0 3 1 .5 25
Payment m a t t e r 7 .1 3 2 0 .1 5 29 26
A cadem ic  m a t t e r 1 0 .5 0 1 5 .3 0 24 27
S u p e r v i s i n g  o t h e r ( s ) 0 .0 0 0 .0 0 3 3 .5 28
Com m ittee 6 .2 5 1 2 .5 3 30 29
Any o t h e r  i n c i d e n t 16 .88 3 1 .1 9 23 30
B e in g  i n t e r v i e w e d / s e l e c t e d  
f o r  j o b
2 1 .0 0 2 9 .6 0 17 31
W orking  w i t h  a c o l l e a g u e  who 
i s  a f r i e n d  o r  r e l a t i v e
1 6 .5 0 3 1 .0 6 21 32
P u b l i s h i n g 9 .1 3 16 .92 28 33
A d v e r t i s i n g 0 .0 0 0 .0 0 3 3 .5 34
TABLE 7 .1 5  ( c o n t i n u e d ) : The 34 a r e a s  a d a p te d  and  e x t e n d e d  fro m  t h e  APA and  BPS 
s t u d i e s  u s e d  t o  m e a su re  t h e  p r e s e n c e  and  i n t e n s i t y  o f  e t h i c a l  d i lem m as  
e x p e r i e n c e d  by  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
D a ta  f o r  T r a i n i n g  C o u rse  P a r t i c i p a n t s  (n = 8)
-404-
E t h i c a l  dilemma c a t e g o r y Mean S ta n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s  c o n d u c t 3 6 .44 4 4 .3 0 5 1
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  
w i t h  i n s t i t u t i o n ' s /  
s o c i e t y ' s  n e e d s
45 .78 4 4 .7 1 3 2
How y o u r  w o rk p la c e  i s  
o r g a n i s e d
3 3 .11 3 3 .4 1 6 3
C o n f i d e n t i a l i t y 43 .5 6 2 9 .1 7 4 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
4 6 .8 9 4 5 .3 6 1 5
C o n f l i c t  o f  'P s y c h o lo g y  
S e r v i c e s '  n e e d s  w i t h  t h o s e  
o f  m anagem en t/  i n s t i t u t i o n
3 2 .6 7 4 0 .5 0 8 6
A c o l l e a g u e ' s  com petence 28 .4 4 3 9 .0 3 11 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 4 5 .8 9 4 4 .6 4 2 8
W orking  w i t h  o t h e r  
d i s c i p l i n e s
2 9 .6 7 2 8 .7 8 10 9
T r e a tm e n t  r e c o r d s 3 0 .8 9 3 5 .9 8 9 10
A s s e s s m e n t 2 3 .3 3 2 6 .2 8 13 11
A p a t i e n t  who may n o t  
v o l u n t a r i l y  s e e k  t r e a t m e n t
2 0 .6 7 3 3 .6 7 14 12
F o r e n s i c  m a t t e r 13 .44 2 8 .0 8 23 13
S e x u a l  i s s u e 2 0 .5 6 3 4 .8 6 15 14
Your co m p e ten ce 17 .00 2 8 .2 5 19 15
T r a i n i n g  m a t t e r 1 4 .67 2 4 .0 2 22 16
T e r m i n a t i o n  i s s u e 1 8 .8 9 2 9 .0 4 16 17
R e c e i v i n g  s u p e r v i s i o n 1 2 .5 6 2 5 .5 7 24 18
M edia i s s u e 4 .6 7 9 .3 8 3 0 .5 19
E t h i c s  c o d e s 18 .44 3 2 .6 9 17 .5 20
TABLE 7 .1 6 :  The 34 a r e a s  a d a p te d  and e x te n d e d  fro m  t h e  APA and  BPS s t u d i e s  u s e d  
t o  m easure  t h e  p re s e n c e  and i n t e n s i t y  o f  e t h i c a l  dilemmas e x p e r i e n c e d  by c l i n i c a l  
p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s t u d y .
D a ta  f o r  O th e r  P a r t i c i p a n t s  (n = 9)
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E t h i c a l  d ilem m a c a t e g o r y Mean S t a n d a r d
D e v i a t i o n
Rank Rank f o r  a l l  
p a r t i c i p a n t s
E t h n i c i t y 15- 44 2 8 .0 0 1 7 .5 21
G iv in g  p s y c h o l o g i c a l  
e v i d e n c e  t o  a c o u r t  o r  
t r i b u n a l  a b o u t  a  p a t i e n t ' s  
t r e a t m e n t
12 .22 2 8 .7 8 25 22
R e s e a r c h 3 3 .0 0 3 0 .0 0 7 23
I n t e r v i e w i n g / s e l e c t i n g  
c a n d i d a t e s  f o r  a  j o b ( s )
9 .44 1 2 .6 9 28 24
M e d ic a l  i s s u e 11 .22 2 6 .7 1 26 25
Payment m a t t e r 8 .67 1 3 .2 7 29 26
A cadem ic  m a t t e r 18 .44 2 4 .4 8 17 27
S u p e r v i s i n g  o t h e r ( s ) 1 2 .5 6 2 5 .5 7 24 28
Com m ittee 2 6 .00 3 9 .9 2 12 29
Any o t h e r  i n c i d e n t 10 .00 3 0 .0 0 27 30
B e in g  i n t e r v i e w e d / s e l e c t e d  
f o r  j o b
2 .78 8 .3 3 32 31
W orking  w i t h  a c o l l e a g u e  who 
i s  a  f r i e n d  o r  r e l a t i v e
4 .67 1 4 .0 0 3 0 .5 32
P u b l i s h i n g 2 .4 4 7 .3 3 33 33
A d v e r t i s i n g 0 .00 0 .0 0 34 34
TABLE 7 .1 6  ( c o n t i n u e d ) : The 34 a r e a s  a d a p te d  and  e x te n d e d  fro m  t h e  APA and  BPS 
s t u d i e s  u s e d  t o  m e a su re  t h e  p r e s e n c e  and  i n t e n s i t y  o f  e t h i c a l  d ilem m as 
e x p e r i e n c e d  by  c l i n i c a l  p s y c h o l o g i s t s  i n  t h e  p r e s e n t  s tu d y .
D a ta  f o r  O th e r  P a r t i c i p a n t s  (n = 9)
—40 6-
7.4.3 Data from section 3 of the questionnaire (ie. written 
descriptions of ‘an incident... experienced over the last 24 
months that was ethically troubling to you ...’)
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E t h i c a l  dilem m a c a t e g o r y Number and 
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s f c o n d u c t 15 (15.75%) 1
C o n f i d e n t i a l i t y 13 (13.65%) 2
W orking  w i t h  o t h e r  d i s c i p l i n e s 11 (11.55%) 3
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  w i t h
i n s t i t u t i o n ' s /
s o c i e t y ' s  n e e d s
9 (9.45%) 4
P r e d i c t i o n  o f  p a t i e n t ' s  d a n g e r o u s n e s s 7 (15.38%) 5
How y o u r  w o rk p la c e  i s  o r g a n i s e d 6 (6.3%) 6
A s s e s s m e n t 5 (5.25%) 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 4 (4.20%) 9
C o l l e a g u e ' s  com pe tence 4 (4.20%) 9
A p a t i e n t  who may n o t  v o l u n t a r i l y  s e e k  
t h e r a p y
4 (4.20%) 9
C o n f l i c t  o f  'P s y c h o lo g y  S e r v i c e s '  n e e d s  
w i t h  t h o s e  o f  m anagem ent/  
i n s t i t u t i o n
3 (3.15%) 11
Payment m a t t e r 2 (2.10%) 1 4 .5
R e c e iv in g  s u p e r v i s i o n 2 (2.10%) 1 4 .5
F o r e n s i c  m a t t e r 2 (2.10%) 14 .5
T r e a tm e n t  r e c o r d s 2 (2.10%) 1 4 .5
T e r m i n a t i o n  i s s u e 2 (2.10%) 1 4 .5
I n t e r v i e w i n g /
s e l e c t i n g  c a n d i d a t e s  f o r  j o b ( s )
2 (2.10%) 1 4 .5
R e s e a r c h 1 (1.05%) 2 3 .5
A cadem ic  m a t t e r 1 (1.05%) 2 3 .5
T r a i n i n g  m a t t e r 1 (1.05%) 2 3 .5
TABLE 7 . 1 7 :  Rank, number and  p e r c e n t a g e  o f  i n c i d e n t  c a t e g o r i e s  r e p o r t e d  f o r  
w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  t h e  l a s t  24 
m onths t h a t  was e t h i c a l l y  t r o u b l i n g  t o  y o u ' ( S e c t io n  3 o f  t h e  q u e s t i o n n a i r e ) : 
D a ta  f o r  a l l  p a r t i c i p a n t s  (67 o f  t h e  t o t a l  sam ple  d e s c r i b e d  105 i n c i d e n t s )
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E t h i c a l  dilemma c a t e g o r y Number and 
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank
G iv in g  p s y c h o l o g i c a l  e v id e n c e  t o  a c o u r t  
o r  t r i b u n a l  a b o u t  a p a t i e n t ' s  t r e a t m e n t
1 (1.05%) 2 3 .5
E t h i c s  c o d e s 1 (1.05%) 2 3 .5
C om m ittee 1 (1.05%) 2 3 .5
E t h n i c i t y 1 (1.05%) 2 3 .5
M edia I s s u e 1 (1.05%)- 2 3 .5
S u p e r v i s i n g  o t h e r ( s ) 1 (1.05%) 2 3 .5
Your com p e ten ce 1 (1.05%) 2 3 .5
B e in g  i n t e r v i e w e d /  
s e l e c t e d  f o r  j o b
1 (1.05%) 2 3 .5
Any o t h e r  i n c i d e n t 1 (1.05%) 2 3 .5
S e x u a l  i s s u e 0 (0%) 32
M e d ic a l  i s s u e 0 (0%) 32
W ork ing  w i t h  a c o l l e a g u e  who i s  a  f r i e n d  
o r  r e l a t i v e
0 (0%) 32
P u b l i s h i n g 0 (0%) 32
A d v e r t i s i n g 0 (0%) 32
TABLE 7 .1 7  ( c o n t i n u e d ) : Rank, number and  p e r c e n t a g e  o f  i n c i d e n t  c a t e g o r i e s
r e p o r t e d  f o r  w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  
t h e  l a s t  24 m onths t h a t  was e t h i c a l l y  t r o u b l i n g  t o  y o u ' ( S e c t i o n  3 o f  t h e  
q u e s t i o n n a i r e )  : D a ta  f o r  a l l  p a r t i c i p a n t s  (67 o f  t h e  t o t a l  sam ple  d e s c r i b e d  105 
i n c i d e n t s ) .
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E t h i c a l  dilemma c a t e g o r y Number and  
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s '  c o n d u c t 0 (0%) 23 1
C o n f i d e n t i a l i t y 1 (7.69%) 7 2
W ork ing  w i t h  o t h e r  d i s c i p l i n e s 2 (15.38%) 1 .5 3
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  w i t h
i n s t i t u t i o n ' s /
s o c i e t y ' s  n e e d s
0 (0%) 23 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
2 (15.38%) 1 .5 5
How y o u r  w o rk p la c e  i s  o r g a n i s e d 1 (7.69%) 7
A s s e s s m e n t 0 (0%) 23 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 1 (7.69%) 7 9
C o l l e a g u e ' s  com petence 1 (7.69%) 7 9
A p a t i e n t  who may n o t  v o l u n t a r i l y  
s e e k  t h e r a p y
1 (7.69%) 7 9
C o n f l i c t  o f  'P s y c h o lo g y  S e r v i c e s '  
n e e d s  w i t h  t h o s e  o f  m anagem ent/  
i n s t i t u t i o n
0 (0%) 23 11
Payment m a t t e r 0 (0%) 23 1 4 .5
R e c e i v i n g  s u p e r v i s i o n 0 (0%) 23 1 4 .5
F o r e n s i c  m a t t e r 1 (7.69%) 7 1 4 .5
T r e a tm e n t  r e c o r d s 1 (7.69%) 7 1 4 .5
T e r m i n a t i o n  i s s u e 0 (0%) 23 1 4 .5
I n t e r v i e w i n g / s e l e c t i n g  c a n d i d a t e s  
f o r  j o b ( s )
0 (0%) 23 1 4 .5
R e s e a r c h 1 (7.69%) 7 2 3 .5
A cadem ic  m a t t e r 0 (0%) 23 2 3 .5
T r a i n i n g  m a t t e r 0 (0%) 23 2 3 .5
TABLE 7 . 1 8 :  Number, p e r c e n t a g e  and r a n k  o f  i n c i d e n t  c a t e g o r i e s  r e p o r t e d  f o r  
w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  t h e  l a s t  24 
m onths t h a t  was e t h i c a l l y  t r o u b l i n g  t o  y o u ' ( S e c t i o n  3 o f  t h e  q u e s t i o n n a i r e ) : 
D a ta  f o r  A d u l t  S p e c i a l i t y  p a r t i c i p a n t s  (11 o f  t h e s e  p a r t i c i p a n t s  d e s c r i b e d  13 
i n c i d e n t s )
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E t h i c a l  d ilem m a c a t e g o r y Number and  
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank
G iv in g  p s y c h o l o g i c a l  e v id e n c e  t o  
a c o u r t  o r  t r i b u n a l  a b o u t  a 
p a t i e n t ' s  t r e a t m e n t
0 (0%) 23 2 3 .5
E t h i c s  c o d e s 0.(0%) 23 2 3 .5
Com m ittee 0 (0%) 23 2 3 .5
E t h n i c i t y 0 (0%) 23 2 3 .5
M edia I s s u e 0 (0%) 23 2 3 .5
S u p e r v i s i n g  o t h e r ( s ) 0 (0%) 23 2 3 .5
Your com p e ten ce 1 (7.69%) 7 2 3 .5
B e in g  i n t e r v i e w e d /  
s e l e c t e d  f o r  j o b
0 (0%) 23 2 3 .5
Any o t h e r  i n c i d e n t 0 (0%) 23 2 3 .5
S e x u a l  i s s u e 0 (0%) 23 32
M e d ic a l  i s s u e 0 (0%) 23 32
W ork ing  w i t h  a c o l l e a g u e  who i s  a 
f r i e n d  o r  r e l a t i v e
0 (0%) 23 32
P u b l i s h i n g 0 (0%) 23 32
A d v e r t i s i n g 0 (0%) 23 32
TABLE 7 .1 8  ( c o n t i n u e d ) : Number, p e r c e n t a g e  and  r a n k  o f  i n c i d e n t  c a t e g o r i e s
r e p o r t e d  f o r  w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  
t h e  l a s t  24 m onths  t h a t  was e t h i c a l l y  t r o u b l i n g  t o  y o u ' ( S e c t i o n  3 o f  t h e  
q u e s t i o n n a i r e )  : D ata  f o r  A d u l t  S p e c i a l i t y  p a r t i c i p a n t s  (11 o f  t h e s e  p a r t i c i p a n t s  
d e s c r i b e d  13 i n c i d e n t s )
E t h i c a l  dilem m a c a t e g o r y Number and  
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s '  c o n d u c t 1 (20%) 2 .5 1
C o n f i d e n t i a l i t y 3 (60%) 1 2
W orking  w i t h  o t h e r  d i s c i p l i n e s 0 (0%) 19 3
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  w i t h  
i n s t i t u t i o n ' s / s o c i e t y ' s  n e e d s
0 (0%) 19 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
0 (0%) 19 5
How y o u r  w o r k p la c e  i s  o r g a n i s e d 0 (0%) 19 6
A s s e s s m e n t 1 (20%) 2 .5 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 0 (0%) 19 9
C o l l e a g u e ' s  co m p e ten ce 0 (0%) 19 9
A p a t i e n t  who may n o t  v o l u n t a r i l y  
s e e k  t h e r a p y
0 (0%) 19 9
C o n f l i c t  o f  'P s y c h o lo g y  S e r v i c e s '  
n e e d s  w i t h  t h o s e  o f  m anagem ent/  
i n s t i t u t i o n
0 (0%) 19 11
Payment m a t t e r 0 (0%) 19 14 .5
R e c e iv in g  s u p e r v i s i o n 0 (0%) 19 1 4 .5
F o r e n s i c  m a t t e r 0 (0%) 19 14 .5
T r e a tm e n t  r e c o r d s 0 (0%) 19 14 .5
T e r m in a t io n  i s s u e 0 (0%) 19 14 .5
I n t e r v i e w i n g / s e l e c t i n g  c a n d i d a t e s  
f o r  j o b ( s )
0 (0%) 19 14 .5
R e s e a r c h 0 (0%) 19 2 3 .5
A cadem ic m a t t e r 0 (0%) 19 2 3 .5
T r a i n i n g  m a t t e r 0 (0%) 19 2 3 .5
TABLE 7 . 1 9 :  Number, p e r c e n t a g e  and  r a n k  o f  i n c i d e n t  c a t e g o r i e s  r e p o r t e d  f o r  
w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  t h e  l a s t  24 
m onths  t h a t  was e t h i c a l l y  t r o u b l i n g  t o  yo u ' ( S e c t i o n  3 o f  t h e  q u e s t i o n n a i r e ) : 
D a ta  f o r  C h i l d  S p e c i a l i t y  p a r t i c i p a n t s  (5 o f  t h e s e  p a r t i c i p a n t s  d e s c r i b e d  5 
i n c i d e n t s ) .
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E t h i c a l  dilem m a c a t e g o r y Number and 
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank Rank f o r  a l l  
p a r t i c i p a n t s
G iv in g  p s y c h o l o g i c a l  e v id e n c e  t o  
a  c o u r t  o r  t r i b u n a l  a b o u t  a 
p a t i e n t ' s  t r e a t m e n t
0 (0%) 19 2 3 .5
E t h i c s  c o d es 0 (0%) 19 2 3 .5
C om m ittee 0 (0%) 19 2 3 .5
E t h n i c i t y 0 (0%) 19 2 3 .5
M edia I s s u e 0 (0%) 19 2 3 .5
S u p e r v i s i n g  o t h e r ( s ) 0 (0%) 19 2 3 .5
Your com pe tence 0 (0%) 19 2 3 .5
B e in g  i n t e r v i e w e d / s e l e c t e d  f o r  
j o b
0 (0%) 19 2 3 .5
Any o t h e r  i n c i d e n t 0 (0%) 19 2 3 .5
S e x u a l  i s s u e 0 (0%) 19 32
M e d ic a l  i s s u e 0 (0%) 19 32
W orking  w i t h  a c o l l e a g u e  who i s  a 
f r i e n d  o r  r e l a t i v e
0 (0%) 19 32
P u b l i s h i n g 0 (0%) 19 32
A d v e r t i s i n g 0 (0%) 19 32
TABLE 7 .1 9  ( c o n t i n u e d ) : Number, p e r c e n t a g e  and r a n k  o f  i n c i d e n t  c a t e g o r i e s
r e p o r t e d  f o r  w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  
t h e  l a s t  24 m onths t h a t  was e t h i c a l l y  t r o u b l i n g  t o  y o u 1 ( S e c t i o n  3 o f  t h e  
q u e s t i o n n a i r e )  : D ata  f o r  C h i ld  S p e c i a l i t y  p a r t i c i p a n t s  (5 o f  t h e s e  p a r t i c i p a n t s  
d e s c r i b e d  5 i n c i d e n t s ) .
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E t h i c a l  dilemma c a t e g o r y Number and 
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s '  c o n d u c t 2 (14.28%) 1 .5 1
C o n f i d e n t i a l i t y 0 (0%) 2 3 .5 2
W ork ing  w i t h  o t h e r  d i s c i p l i n e s 1 (7.14%) 7 .5 3
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  w i t h  
i n s t i t u t i o n ' s / s o c i e t y ' s  n e e d s
0 (0%) 2 3 .5 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
0 (0%) 2 3 .5 5
How y o u r  w o rk p la c e  i s  o r g a n i s e d 1 (7.14%) 7 .5 6
A s s e s s m e n t 1 (7.14%) 7 .5 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 1 (7.14%) 7 .5 9
C o l l e a g u e ' s  com pe tence 1 (7.14%) 7 .5 9
A p a t i e n t  who may n o t  v o l u n t a r i l y  
s e e k  t h e r a p y
1 (7.14%) 7 .5 9
C o n f l i c t  o f  'P s y c h o lo g y  S e r v i c e s '  
n e e d s  w i t h  t h o s e  o f  m anagem ent/  
i n s t i t u t i o n
1 (7.14%) 7 .5 11
Payment m a t t e r 0 (0%) 2 3 .5 1 4 .5
R e c e iv in g  s u p e r v i s i o n 0 (0%) 2 3 .5 1 4 .5
F o r e n s i c  m a t t e r 1 (7.14%) 7 .5 1 4 .5
T r e a tm e n t  r e c o r d s 0 (0%) 2 3 .5 1 4 .5
T e r m in a t io n  i s s u e 0 (0%) 2 3 .5 1 4 .5
I n t e r v i e w i n g / s e l e c t i n g  c a n d i d a t e s  
f o r  j o b ( s )
2 (14.28%) 1 .5 1 4 .5
R e s e a r c h 0 (0%) 2 3 .5 2 3 .5
A cadem ic m a t t e r 0 (0%) 2 3 .5 2 3 .5
T r a i n i n g  m a t t e r 1 (7.14%) 7 .5 2 3 .5
TABLE 7 . 2 0 :  Number, p e r c e n t a g e  and r a n k  o f  i n c i d e n t  c a t e g o r i e s  r e p o r t e d  f o r  
w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  t h e  l a s t  24 
m onths t h a t  was e t h i c a l l y  t r o u b l i n g  t o  yo u ' ( S e c t i o n  3 o f  t h e  q u e s t i o n n a i r e ) :  
D a ta  f o r  L e a r n in g  D i s a b i l i t y  S p e c i a l i t y  p a r t i c i p a n t s  (5 o f  t h e s e  p a r t i c i p a n t s  
d e s c r i b e d  14 i n c i d e n t s ) .
-414-
E t h i c a l  d ilem m a c a t e g o r y Number and  
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank Rank f o r  a l l  
p a r t i c i p a n t s
G iv in g  p s y c h o l o g i c a l  e v id e n c e  t o  
a  c o u r t  o r  t r i b u n a l  a b o u t  a 
p a t i e n t ' s  t r e a t m e n t
0 (0%) 2 3 .5 2 3 .5
E t h i c s  c o d es 1 (7.14%) 7 .5 2 3 .5
C om m ittee 0 (0%) 2 3 .5 2 3 .5
E t h n i c i t y 0 (0%) 2 3 .5 2 3 .5
M edia I s s u e 0 (0%) 2 3 .5 2 3 .5
S u p e r v i s i n g  o t h e r ( s ) 0 (0%) 2 3 .5 2 3 .5
Your co m p e ten ce 0 (0%) 2 3 .5 2 3 .5
B e in g  i n t e r v i e w e d / s e l e c t e d  f o r  
j o b
0 (0%) 2 3 .5 2 3 .5
Any o t h e r  i n c i d e n t 0 (0%) 2 3 .5 2 3 .5
S e x u a l  i s s u e 0 (0%) 2 3 .5 32
M e d ic a l  i s s u e 0 (0%) 2 3 .5 32
W orking  w i t h  a  c o l l e a g u e  who i s  a 
f r i e n d  o r  r e l a t i v e
0 (0%) 2 3 .5 32
P u b l i s h i n g 0 (0%) 2 3 .5 32
A d v e r t i s i n g 0 (0%) 2 3 .5 32
TABLE 7 .2 0  ( c o n t i n u e d ) : Number, p e r c e n t a g e  and  r a n k  o f  i n c i d e n t  c a t e g o r i e s
r e p o r t e d  f o r  w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  
t h e  l a s t  24 m onths t h a t  was e t h i c a l l y  t r o u b l i n g  t o  yo u ' ( S e c t i o n  3 o f  t h e  
q u e s t i o n n a i r e )  : D ata  f o r  L e a rn in g  D i s a b i l i t y  S p e c i a l i t y  p a r t i c i p a n t s  (5 o f  t h e s e  
p a r t i c i p a n t s  d e s c r i b e d  14 i n c i d e n t s )  .
-415-
E t h i c a l  dilem m a c a t e g o r y Number and  
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s '  c o n d u c t 8 (22.22%) 1 1
C o n f i d e n t i a l i t y 6 (16.66%) 2 2
W ork ing  w i t h  o t h e r  d i s c i p l i n e s 2 (5.55%) 5 .5 3
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  w i t h  
i n s t i t u t i o n ' s / s o c i e t y ' s  n e e d s
5 (13.88%) 3 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
4 (11.11%) 4 5
How y o u r  w o rk p la c e  i s  o r g a n i s e d 0 (0%) 25 6
A s s e s s m e n t 0 (0%) 25 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 1 (2.77%) 11 9
C o l l e a g u e ' s  co m p e ten ce 1 (2.77%) 11 9
A p a t i e n t  who may n o t  v o l u n t a r i l y  
s e e k  t h e r a p y
1 (2.77%) 11 9
C o n f l i c t  o f  'P s y c h o lo g y  S e r v i c e s '  
n e e d s  w i t h  t h o s e  o f  m anagem ent/  
i n s t i t u t i o n
0 (0%) 25 11
Payment m a t t e r 1 (2.77%) 11 1 4 .5
R e c e i v i n g  s u p e r v i s i o n 0 (0%) 25 14 .5
F o r e n s i c  m a t t e r 0 (0%) 25 14 .5
T r e a tm e n t  r e c o r d s 1 (2.77%) 11 14 .5
T e r m i n a t i o n  i s s u e 2 (5.55%) 5 .5 1 4 .5
I n t e r v i e w i n g / s e l e c t i n g  c a n d i d a t e s  
f o r  j o b ( s )
0 (0%) 25 14 .5
R e s e a r c h 0 (0%) 25 2 3 .5
A cadem ic  m a t t e r 1 (2.77%) 11 2 3 .5
T r a i n i n g  m a t t e r 0 (0%) 25 2 3 .5
TABLE 7 . 2 1 :  Number, p e r c e n t a g e  and  r a n k  o f  i n c i d e n t  c a t e g o r i e s  r e p o r t e d  f o r  
w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  t h e  l a s t  24 
m on ths  t h a t  was e t h i c a l l y  t r o u b l i n g  t o  yo u ' ( S e c t i o n  3 o f  t h e  q u e s t i o n n a i r e ) : 
D a ta  f o r  R e g io n a l  S e c u re  U n i t  p a r t i c i p a n t s  (2 6 o f  t h e s e  p a r t i c i p a n t s  d e s c r i b e d  
36 i n c i d e n t s ) .
“416—
E t h i c a l  d ilem m a c a t e g o r y Number and 
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank Rank f o r  a l l  
p a r t i c i p a n t s
G iv in g  p s y c h o l o g i c a l  e v i d e n c e  t o  
a c o u r t  o r  t r i b u n a l  a b o u t  a 
p a t i e n t ' s  t r e a t m e n t
0 (0%) 25 2 3 .5
E t h i c s  c o d es 0 (OS) 25 2 3 .5
C om m ittee 0 (OS) 25 2 3 .5
E t h n i c i t y 1 (2.77%) 11 2 3 .5
M edia I s s u e 1 (2.77%) 11 2 3 .5
S u p e r v i s i n g  o t h e r ( s ) 0 (OS) 25 2 3 .5
Your com petence 0 (OS) 25 2 3 .5
B e in g  i n t e r v i e w e d / s e l e c t e d  f o r  
j o b
1 (2.77%) 11 2 3 .5
Any o t h e r  i n c i d e n t 0 (OS) 25 2 3 .5
S e x u a l  i s s u e 0 (OS) 25 32
M e d ic a l  i s s u e 0 (OS) 25 32
W ork ing  w i t h  a c o l l e a g u e  who i s  a 
f r i e n d  o r  r e l a t i v e
0 (OS) 25 32
P u b l i s h i n g 0 (OS) 25 32
A d v e r t i s i n g 0 (OS) 25 32
TABLE 7 .2 1  ( c o n t i n u e d ) : Number, p e r c e n t a g e  and  r a n k  o f  i n c i d e n t  c a t e g o r i e s
r e p o r t e d  f o r  w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  
t h e  l a s t  24 m onths t h a t  was e t h i c a l l y  t r o u b l i n g  t o  y o u ' ( S e c t i o n  3 o f  t h e  
q u e s t i o n n a i r e ) : D a ta  f o r  R e g io n a l  S e c u re  U n i t  p a r t i c i p a n t s  (67 o f  t h e s e
p a r t i c i p a n t s  d e s c r i b e d  36 i n c i d e n t s ) .
-417-
E t h i c a l  dilemma c a t e g o r y Number and 
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s '  c o n d u c t 3 (17.65%) 1 .5 1
C o n f i d e n t i a l i t y 1 (5.88%) 8 2
W ork ing  w i t h  o t h e r  d i s c i p l i n e s 0 (0%) . 2 3 .5 3
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  w i t h  
i n s t i t u t i o n ' s / s o c i e t y ' s  n e e d s
1 (5.88%) 8 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
1 (5.88%) 8 5
How y o u r  w o rk p la c e  i s  o r g a n i s e d 3 (17.65%) 1 .5 6
A s s e s s m e n t 1 (5.88%) 8 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 0 (0%) 2 3 .5 9
C o l l e a g u e ' s  com pe tence 1 (5.88%) 8 9
A p a t i e n t  who may n o t  v o l u n t a r i l y  
s e e k  t h e r a p y
0 (0%) 2 3 .5 9
C o n f l i c t  o f  'P s y c h o lo g y  S e r v i c e s '  
n e e d s  w i t h  t h o s e  o f  m anagem ent/  
i n s t i t u t i o n
2 (11.76%) 3 11
Payment m a t t e r 0 (0%) 2 3 .5 1 4 .5
R e c e iv in g  s u p e r v i s i o n 0 (0%) 2 3 .5 1 4 .5
F o r e n s i c  m a t t e r 0 (0%) 2 3 .5 1 4 .5
T r e a tm e n t  r e c o r d s 0 (0%) 2 3 .5 1 4 .5
T e r m i n a t i o n  i s s u e 0 (0%) 2 3 .5 1 4 .5
I n t e r v i e w i n g / s e l e c t i n g  c a n d i d a t e s  
f o r  j o b ( s )
0 (0%) 2 3 .5 1 4 .5
R e s e a r c h 0 (0%) 2 3 .5 2 3 .5
A cadem ic  m a t t e r 0 (0%) 2 3 .5 2 3 .5
T r a i n i n g  m a t t e r 0 (0%) 2 3 .5 2 3 .5
TABLE 7 . 2 2 :  Number, p e r c e n t a g e  and  r a n k  o f  i n c i d e n t  c a t e g o r i e s  r e p o r t e d  f o r  
w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  t h e  l a s t  24 
m onths  t h a t  was e t h i c a l l y  t r o u b l i n g  t o  y o u ' ( S e c t i o n  3 o f  t h e  q u e s t i o n n a i r e ) : 
D a ta  f o r  S p e c i a l  H o s p i t a l  p a r t i c i p a n t s  (9 o f  t h e s e  d e s c r i b e d  17 i n c i d e n t s ) .
-418-
E t h i c a l  d ilem m a c a t e g o r y Number and 
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank
G iv in g  p s y c h o l o g i c a l  e v id e n c e  t o  
a c o u r t  o r  t r i b u n a l  a b o u t  a 
p a t i e n t ' s  t r e a t m e n t
1 (5.88%) 8 2 3 .5
E t h i c s  c o d es 0 (0%) 2 3 .5 2 3 .5
Com m ittee 1 (5.88%) 8 2 3 .5
E t h n i c i t y 0 (0%) 2 3 .5 2 3 .5
M edia I s s u e 0 (0%) 2 3 .5 2 3 .5
S u p e r v i s i n g  o t h e r ( s ) 1 (5.88%) 8 2 3 .5
Your co m p e ten ce 0 (0%) 2 3 .5 2 3 .5
B e in g  i n t e r v i e w e d / s e l e c t e d  f o r  
j o b
0 (0%) 2 3 .5 2 3 .5
Any o t h e r  i n c i d e n t 1 (5.88%) 8 2 3 .5
S e x u a l  i s s u e 0 (0%) 2 3 .5 32
M e d ic a l  i s s u e 0 (0%) 2 3 .5 32
W ork ing  w i t h  a c o l l e a g u e  who i s  a 
f r i e n d  o r  r e l a t i v e
0 (0%) 23 .5 32
P u b l i s h i n g 0 (0%) 2 3 .5 32
A d v e r t i s i n g 0 (0%) 2 3 .5 32
TABLE 7 .2 2  ( c o n t i n u e d ) : Number, p e r c e n t a g e  and  r a n k  o f  i n c i d e n t  c a t e g o r i e s
r e p o r t e d  f o r  w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  
t h e  l a s t  24 m onths t h a t  was e t h i c a l l y  t r o u b l i n g  t o  yo u ' ( S e c t i o n  3 o f  t h e  
q u e s t i o n n a i r e )  : D a ta  f o r  S p e c i a l  H o s p i t a l  p a r t i c i p a n t s  (9 o f  t h e s e  d e s c r i b e d  17 
i n c i d e n t s )
-419-
E t h i c a l  d ilem m a c a t e g o r y Number and 
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s '  c o n d u c t 0 (0%) 2 0 .5 1
C o n f i d e n t i a l i t y 0 (0%) 2 0 .5 2
W ork ing  w i t h  o t h e r  d i s c i p l i n e s 4 (33.33%) 1 3
C o n f l i c t  o f  p a t i e n t ' s  n eed s  w i th  
i n s t i t u t i o n ' s / s o c i e t y ' s  needs
3 (25.00%) 2 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
0 (0%) 2 0 .5 5
How y o u r  w o rk p la c e  i s  o r g a n i s e d 1 (8.33%) 5 6
A s s e s s m e n t 1 (8.33%) 5 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n oo 2 0 .5 9
C o l l e a g u e ' s  com p e ten ce 0 (0%) 2 0 .5 9
A p a t i e n t  who may n o t  v o l u n t a r i l y  
s e e k  t h e r a p y
1 (8.33%) 5 9
C o n f l i c t  o f  'P s y c h o lo g y  S e r v i c e s '  
n e e d s  w i t h  t h o s e  o f  m anagem ent/ 
i n s t i t u t i o n
0 (0%) 2 0 .5 11
Payment m a t t e r 0 (0%) 2 0 .5 1 4 .5
R e c e i v i n g  s u p e r v i s i o n 2 (16.66%) 3 1 4 .5
F o r e n s i c  m a t t e r 0 (0%) 2 0 .5 1 4 .5
T r e a tm e n t  r e c o r d s 0 (0%) 2 0 .5 14 .5
T e r m i n a t i o n  i s s u e 0 (0%) 2 0 .5 1 4 .5
I n t e r v i e w i n g / s e l e c t i n g  c a n d i d a t e s  
f o r  j o b ( s )
0 (0%) 2 0 .5 1 4 .5
R e s e a r c h 0 (0%) 2 0 .5 2 3 .5
A cadem ic  m a t t e r 0 (0%) 2 0 .5 2 3 .5
T r a i n i n g  m a t t e r 0 (0%) 2 0 .5 2 3 .5
TABLE 7 . 2 3 :  Number, p e r c e n t a g e  and r a n k  o f  i n c i d e n t  c a t e g o r i e s  r e p o r t e d  f o r  
w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  t h e  l a s t  24 
m onths t h a t  was e t h i c a l l y  t r o u b l i n g  t o  y o u ' ( S e c t i o n  3 o f  t h e  q u e s t i o n n a i r e ) : 
D a ta  f o r  T r a i n i n g  C o u rse  p a r t i c i p a n t s  (5 o f  t h e s e  p a r t i c i p a n t s  d e s c r i b e d  12 
i n c i d e n t s ) .
-420-
E t h i c a l  dilemma c a t e g o r y Number and  
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank Rank f o r  a l l  
p a r t i c i p a n t s
G iv in g  p s y c h o l o g i c a l  e v id e n c e  t o  
a  c o u r t  o r  t r i b u n a l  a b o u t  a 
p a t i e n t ' s  t r e a t m e n t
0 (0%) 2 0 .5 2 3 .5
E t h i c s  c o d es 0 (0%) 2 0 .5 2 3 .5
C om m ittee 0 (0%) 2 0 .5 2 3 .5
E t h n i c i t y 0 (0%) 2 0 .5 2 3 .5
M edia I s s u e 0 (0%) 2 0 .5 2 3 .5
S u p e r v i s i n g  o t h e r ( s ) 0 (0%) 2 0 .5 2 3 .5
Your com p e ten ce 0 (0%) 2 0 .5 2 3 .5
B e in g  i n t e r v i e w e d / s e l e c t e d  f o r  
j o b
0 (0%) 2 0 .5 2 3 .5
Any o t h e r  i n c i d e n t 0 (0%) 2 0 .5 2 3 .5
S e x u a l  i s s u e 0 (0%) 2 0 .5 32
M e d ic a l  i s s u e 0 (0%) 2 0 .5 32
W ork ing  w i t h  a c o l l e a g u e  who i s  a 
f r i e n d  o r  r e l a t i v e
0 (0%) 2 0 .5 32
P u b l i s h i n g 0 (0%) 2 0 .5 32
A d v e r t i s i n g 0 (0%) 2 0 .5 32
TABLE 7 .2 3  ( c o n t i n u e d ) : Number, p e r c e n t a g e  and  r a n k  o f  i n c i d e n t  c a t e g o r i e s
r e p o r t e d  f o r  w r i t t e n  d e s c r i p t i o n s  o f  'a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  
t h e  l a s t  24 m onths t h a t  was e t h i c a l l y  t r o u b l i n g  t o  yo u ' ( S e c t i o n  3 o f  t h e  
q u e s t i o n n a i r e ) : D a ta  f o r  T r a i n i n g  C ourse  p a r t i c i p a n t s  (5 o f  t h e s e  p a r t i c i p a n t s  
d e s c r i b e d  12 i n c i d e n t s ) .
E t h i c a l  dilemma c a t e g o r y Number and 
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank Rank f o r  a l l  
p a r t i c i p a n t s
C o l l e a g u e s '  c o n d u c t 1 (12.50%) 4 .5 1
C o n f i d e n t i a l i t y 2 (25.00%) 1 .5 2
W ork ing  w i t h  o t h e r  d i s c i p l i n e s 2 (25.00%) 1 .5 3
C o n f l i c t  o f  p a t i e n t ' s  n e e d s  w i t h  
i n s t i t u t i o n ' s / s o c i e t y ' s  n e e d s
0 (0%) 2 0 .5 4
P r e d i c t i o n  o f  p a t i e n t ' s  
d a n g e r o u s n e s s
0 (0%) 2 0 .5 5
How y o u r  w o rk p la c e  i s  o r g a n i s e d 0 (0%) 2 0 .5 6
A s s e s s m e n t 1 (12.50%) 4 .5 7
'Q u e s t i o n a b l e '  i n t e r v e n t i o n 1 (12.50%) 4 .5 9
C o l l e a g u e ' s  com petence 0 (0%) 2 0 .5 9
A p a t i e n t  who may n o t  v o l u n t a r i l y  
s e e k  t h e r a p y
0 (0%) 2 0 .5 9
C o n f l i c t  o f  'P s y c h o lo g y  S e r v i c e s '  
n e e d s  w i t h  t h o s e  o f  m anagem ent/  
i n s t i t u t i o n
0 (0%) 2 0 .5 11
Paym ent m a t t e r 1 (12.50%) 4 .5 1 4 .5
R e c e i v i n g  s u p e r v i s i o n 0 (0%) 2 0 .5 1 4 .5
F o r e n s i c  m a t t e r 0 (0%) 2 0 .5 1 4 .5
T r e a tm e n t  r e c o r d s 0 (0%) 2 0 .5 1 4 .5
T e r m i n a t i o n  i s s u e 0 (0%) 2 0 .5 1 4 .5
I n t e r v i e w i n g / s e l e c t i n g  c a n d i d a t e s  
f o r  j o b ( s )
0 (0%) 2 0 .5 1 4 .5
R e s e a r c h 0 (0%) 2 0 .5 2 3 .5
A cadem ic  m a t t e r 0 (0%) 2 0 .5 2 3 .5
T r a i n i n g  m a t t e r 0 (0%) 2 0 .5 2 3 .5
TABLE 7 . 2 4 :  Number, p e r c e n t a g e  and r a n k  o f  i n c i d e n t  c a t e g o r i e s  r e p o r t e d  f o r  
w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  t h e  l a s t  24 
m onths t h a t  was e t h i c a l l y  t r o u b l i n g  t o  y o u ’ ( S e c t i o n  3 o f  t h e  q u e s t i o n n a i r e )  : 
D a ta  f o r  'O t h e r '  p a r t i c i p a n t s  (6 o f  t h e s e  p a r t i c i p a n t s  d e s c r i b e d  8 i n c i d e n t s ) .
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E t h i c a l  dilemma c a t e g o r y Number and 
p e r c e n t a g e  
o f  i n c i d e n t  
c a t e g o r i e s  
r e p o r t e d
Rank Rank f o r  a l l  
p a r t i c i p a n t s
G iv in g  p s y c h o l o g i c a l  e v id e n c e  t o  
a  c o u r t  o r  t r i b u n a l  a b o u t  a 
p a t i e n t ' s  t r e a t m e n t
0 (0%) 2 0 .5 2 3 .5
E t h i c s  c o d es 0 (0%) 2 0 .5 2 3 .5
C om m ittee 0 (0%) 2 0 .5 2 3 .5
E t h n i c i t y 0 (0%) 2 0 .5 2 3 .5
M edia I s s u e 0 (OS) 2 0 .5 2 3 .5
S u p e r v i s i n g  o t h e r ( s ) 0 (0%) 2 0 .5 2 3 .5
Your com p e ten ce 0 (0%) 2 0 .5 2 3 .5
B e in g  i n t e r v i e w e d / s e l e c t e d  f o r  
j o b
0 (0%) 2 0 .5 2 3 .5
Any o t h e r  i n c i d e n t 0 (0%) 2 0 .5 2 3 .5
S e x u a l  i s s u e 0 (0%) 2 0 .5 32
M e d ic a l  i s s u e 0 (0%) 2 0 .5 32
W ork ing  w i t h  a c o l l e a g u e  who i s  a 
f r i e n d  o r  r e l a t i v e
0 (0%) 2 0 .5 32
P u b l i s h i n g 0 (0%) 2 0 .5 32
A d v e r t i s i n g 0 (0%) 2 0 .5 32
TABLE 7 .2 4  ( c o n t ) : Number, p e r c e n t a g e  and r a n k  o f  i n c i d e n t  c a t e g o r i e s  r e p o r t e d  
f o r  w r i t t e n  d e s c r i p t i o n s  o f  ' a n  i n c i d e n t  . . .  t h a t  you e x p e r i e n c e d  o v e r  t h e  l a s t  
24 months t h a t  was e t h i c a l l y  t r o u b l i n g  t o  y o u ' ( S e c t i o n  3 o f  t h e  q u e s t i o n n a i r e )  : 
D a ta  f o r  'O t h e r '  p a r t i c i p a n t s  (6 o f  t h e s e  p a r t i c i p a n t s  d e s c r i b e d  8 i n c i d e n t s ) .
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7.5 Summary of participants’ comments from the 
questionnaire
—424™
ETHICAL DILEMMA QUESTIONNAIRE :
Analysis of Comments Section of the Questionnaire (section 4)
There were brief comments from 23 of the total 88 participants. 
Two participants stated that they found some of the categories 
in section 2 of the questionnaire 'ambiguous,. However, the 
comments mainly included requests for access to the findings of 
the study; 'good-luck' wishes; statements concerning the nature 
of the study (eg. 'It's about time ethical dilemmas were 
researched'; 'There's a need for more training in dealing with 
ethical dilemmas').
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7.6 A history of ethics
A history of ethics (adapted from Singer, 1996)
As described in section 1.2 above, ethics deals with questions 
such as, 'Can we live in opulence while elsewhere in the world 
people are starving?' and 'Is it right to be dishonest in a good 
cause?' .
Singer (1996) traces the history of ethics from early mythical 
accounts right up to the present. Ethics came into existence 
when 'human beings started to reflect on the best way to live 
. . . accordingly ethics began with the introduction of the first 
moral codes' . The Ten Commandments in the Old Testament and Zeus 
giving humans a moral sense in Plato's P r o t a g o r a s  are examples. 
The early accounts attributed ethics as being due to divine 
origin and the link between religion and morality to some extent 
still exists; some people do what they consider 'right' 
according to religious teachings to be rewarded by 'an eternity 
of bliss while everyone else roasts in hell'. However, it could 
be that morality is the gradual outgrowth of forms of altruism 
that exists in some social animals and is the result of the 
usual processes of natural selection. Singer gives examples of 
such behaviour and argues that from this viewpoint morality does 
not require myths to explain its existence.
Ethical precepts were passed down through generations by word of 
mouth. Eventually the use of the written word allowed ethical 
beliefs to be recorded. The earliest surviving writings are 
'ethics textbooks' used in Egypt about 3,000 BC. Singer 
outlines some of the earliest ethical principles from ancient 
times. For example, in ancient Egyptian and Israeli law there 
was concern for the poor and unfortunate: slaves must be allowed 
to rest on the seventh day; widows, orphans and the blind must 
not be wronged. The notion of 'right' is derived from the 
ancient Indian principle of R i t a m .  The ancient Indian writings 
were philosophical since they speculated about the nature of 
reality. Buddha (c.563-c.483 BC) refused to discuss abstract 
metaphysical problems such as the immortality of the soul and 
advocated a life devoted to universal compassion and 
brotherhood. In ancient China Confucius presented the 'superior 
man as one who is humane and thoughtful, motivated by the desire 
to do good rather than personal profit'. Early Greece is viewed 
as the birthplace of Western philosophical ethics  ^as a 
consequence of Socrates, Plato and Aristotle who lived in the 
fifth and fourth centuries BC. The Sophists were the stimulus 
for the moral philosophy of these Greek philosophers, who were 
consistently hostile to them. The Sophists were seen as
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mercenaries who taught their students to win arguments by fair 
or foul means; Aristotle said that the most famous Sophist, 
Protagoras, claimed to teach how 'to make the weaker argument 
the stronger'.
Socrates (c.470-399 BC) is considered one of the greatest 
teachers of ethics. He taught a method of inquiry and would 
point out that the Sophists accounts of justice and law were 
inadequate. For example, arguing against the received wisdom 
that justice consists in keeping promises and paying debts, 
Socrates put forward an example of a person faced with an 
'ethical dilemma': a friend from whom he had borrowed a weapon 
has since become insane but wants the weapon back. Since the 
original definition of justice gives no clear answer, Socrates 
argued that the definition needed to be reformulated. Plato 
(c.427-c.347 BC) was considered Socrates greatest disciple. He 
continued the Socratic method of conducting philosophy by 
developing the case for his own positions by exposing errors in 
the arguments of others. He achieved this by writing dialogues 
in which Socrates is seen as engaging in argument, usually with 
the Sophists. Singer states:
'It has been said that all of Western philosophy consists of 
footnotes to Plato. Certainly the central issue around which all 
of Western ethics has revolved can be traced back to the debate 
with the Sophists, on the one hand, with their claims that 
goodness and justice are relative to the customs of each society 
or, worse still, merely a disguise for the interests of the 
stronger, and, on the other, Plato's defense of the possibility 
of knowledge of an objective form or idea of goodness . . . 
Plato's attempt to argue that those who are just are in the long 
run happier than those who are unjust has had an enormous 
influence on Western ethics . . . the claim that justice and 
personal happiness are linked has helped to frame the agenda 
that continues even today'.
Aristotle (384-322 BC) was Plato's younger contemporary. His 
ethics were based on his view of the universe which was 
hierarchical with everything having a function. In this scheme 
the highest form of existence is the life of the rational being 
and the function of lower beings is to serve this form of life. 
Such a view served to defend the practice of slavery; indeed he 
thought barbarians were less rational than Greeks and by nature 
suited to be 'living tools'. According to Aristotle all living 
things have inherent potentialities and it is their nature^ to 
develop that potential to the full. He saw humans as distinctive 
from non-humans in their capacity to reason and as a consequence 
the ultimate goal of humans to develop their powers of
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reasoning. The concept of the final end or the overall good for
humans is from Aristotle. He is also responsible for the notion 
of the Golden Mean in his work N i c h o m a c h e a n  E t h i c s }  for example, 
he argued that courage is the mean between two extremes : if one 
has a deficiency of it then this is cowardice, whereas an excess 
would be foolhardiness. Another example is that of friendliness 
which is the mean between obsequiousness and surliness. 
Aristotle argued that one can possess knowledge yet not act on 
it because of lack of control or weakness of will. This was in 
reply to the problem that faced Socrates: How is it that people 
can know the difference between good and bad and still choose 
what is bad? Singer points out that Socrates simply denied this 
could happen since those who did not choose the good must be 
ignorant of what it is'. However, Aristotle argued that Socrates 
was wrong since his view 'was plainly at variance wit e
facts'.
Singer points out that 'the later Greek and Roman periods do not 
display the same penetrating insight as the Classic period or 
the fifth and fourth-century Greek civilization . . . nevertheless 
Stoicism and Epicureanism represent important approaches to 
the question of how one ought to live'. Stoicism's m a m  
proponents were a slave, Epictetus, and an emperor, Marcus 
Aurelius. Simply stated Stoicism proposes that what is important 
is the pursuit of wisdom and virtue, which is open to all human 
beings owing to their common capacity for reason and this can be 
carried out no matter what the external life circumstances might 
be. Epicureanism, developed from Epicurus (341-270 BC), simply 
defined regarded pleasure (in this sense of the mind) as t e 
sole ultimate good and pain as the sole ultimate e^:L 
Importantly, the Stoics represent a precursor of the modern 
belief in equality and the Epicureans of the Utilitarian ethic
based on pleasure.
Following on from the Greek and Roman ethics is the development 
of Christian ethics. Singer argues that Christian ethics 
retained the 'legalistic stance of Jewish ethics' ; and this 
meant that 'Christian ethics had to deal with the question of 
how to judge the person who breaks the law from good motives or 
keeps it from bad motives'. In the Gospels Jesus repeatedly 
warns of a coming resurrection of the dead at which time all 
would be judged and punished or rewarded according to their s m s  
and virtues in this life. Singer comments :
'The punishments and rewards were weighty enough to motivate 
anyone who took this message seriously; and it was given added 
emphasis by the fact that it was not going to be a long time 
coming (Jesus said it would take place during the lifetime of 
some of those listening to him) . This is, therefore, an ethic
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that invokes external sanctions as a reason for doing what is 
right, in contrast to Plato or Aristotle for whom happiness is 
an external element of a virtuous life. At the same time, it is 
an ethic that puts love above mere literal compliance with the 
law. These two aspects do not sit easily together. Can one love 
God and neighbour in order to be rewarded with eternal happiness 
in another life?'
Some of the Christian virtues such as humility were in contrast 
to those of the Greeks and Romans who prized independence, self- 
reliance and worldly success. St. Augustine (354-430) attempted 
to create an ethical philosophy for Christianity. For example, 
he fused the Platonic idea of the rational soul into a Christian 
view whereby humans are essentially souls and their bodies are 
used to achieve their spiritual ends.
After Augustine there are '800 years of silence' until the next 
major development in Western ethics. Scholasticism. Examples of 
Scholasticism are Abelard (1079-1142) and St. Thomas Aquinas 
(1225-1274). Abelard in his treatise on ethics argued the 
importance of intentions; for example, the 'sin'  ^of sexual 
wrongdoing consists not in the act of illicit sexual intercourse 
nor even in the desire for it, but in mentally consenting to 
that desire. St. Thomas Aquinas' teachings are sometimes viewed 
as the 'semiofficial philosophy of the Roman Catholic Church . 
In effect he reconciled Aristotelian views with Christian 
doctrine; an example is the notion of the final end is linked to 
happiness, but in the case of Aquinas this happiness is to be 
found in the love of God. Following on from Aquinas is William 
of Ockham (c.1285-c.1349) whose doctrine of 'divine approbation' 
defined 'good' as whatever is approved by God. Ockham's views 
were somewhat distant from those of Aquinas; whereas as Aquinas' 
teachings influenced the Roman Catholic Church, the views of 
Ockham influenced later Protestant theologians and theorists, 
such as Martin Luther (1483-1546).
During the Renaissance and Reformation there was also a renewed 
view of human dignity and the importance of the individual. For 
example, Machiavelli's book T h e  P r i n c e  (1513) offered advice to 
rulers by ignoring the traditional ethical rules in order to 
maintain their power. For example, Machiavelli states:
'It is necessary for a prince, who wishes to maintain himself to 
learn how not to be good, and to use this knowledge and not use 
it, according to the necessities of the case'.
Singer states that 'there had not been so frank a rejection of
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morality since the Sophists ... Machiavelli's name became 
synonymous with political cynicism and deviousness'.
Singer points out that Thomas Hobbes (1588-1679) can be viewed 
as the first of a line of British ethical philosophers: '... an
outstanding example of the independence of mind that became 
possible in Protestant countries after the Reformation. God 
does, to be sure, play an honourable role in Hobbes' philosophy, 
but it is a dispensable role'. Hobbes' basic position has been 
termed 'psychological hedonism' because it assumes that all of 
man's voluntary acts are aimed at self-pleasure or self- 
preservation. In L e v i a t h a n  (1651) Hobbes proposes that all men 
are self-interested and the world does not provide for their 
needs. In order to abate the chaos of everyone seeking their own 
self-interest in a situation where the outcome can be in no- 
one's interest, Hobbes proposes that our reason seeks peace to 
be maintained rather than war; this state of affairs is achieved 
by means of a social contract whereby we use our reason to give 
up our rights to attack others in return for others giving up 
their rights to attack us. However, there must be some mechanism 
of enforcing the social contract : to Hobbes this means there
must be some form of governing body or person to keep the peace 
by punishing those who break it. Singer argues that Hobbes major 
achievement in ethics is 'his success in dealing with  ^the 
subject independently of theology and of those quasi—theological 
or quasi-Aristotelian accounts that see the world as designed 
for the benefit of human beings ... he brought ethics into the 
modern era' .
The 'early intuitionists' were in opposition to Hobbes' views. 
Cudworth (1617-1688) defended a similar position to Plato and 
argued that the distinction between good and evil does not lie 
in human desires but is something objective and can be known by 
reason. More (1614-1687) further argued that there are 
similarities between mathematics and morality and put forward 
moral axioms that can be self-evidently true, just as axioms in 
geometry are self-evidently true. Clarke (1675-1729) proposed 
the principle of equity namely: 'Whatever I judge reasonable or
unreasonable for another to do to me, that by the same judgement 
I declare reasonable or unreasonable that I in the like case 
should do for him'. The 'moral sense' school of the Third Earl 
of Shaftesbury (1671-1713), Butler (1692-1752), Hutcheson (1694- 
1746) and Hume (1711-1764) were to differing degrees a reaction 
to Hobbes and the intuitionists. For example, Butler introduced 
the idea of conscience as a factor in moral reasoning. Hutcheson 
argued that moral judgement cannot be based on reason and must 
be a matter of whether an action is 'amiable or disagreeable'. 
Singer points out that 'Hume, like Hutcheson, held that reason 
cannot be the basis of morality . . . morality is essentially
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practical; there is no point in us judging something good if the 
judgement does not incline us to act accordingly . . . reason can 
show us how best to achieve our ends, but it cannot determine 
our ultimate desires and is incapable of moving us to action 
except in accordance with some prior want or desire. Hence 
reason cannot give rise to moral judgements' . Later 
intuitionists such as Price (1723-1791) and Reid (1710-1796) 
abandoned the idea that moral truths can be established by 
reasoning like that used in mathematics as a consequence of 
Hume's arguments.
Bentham (1748-1832) is considered the father of Utilitarianism, 
although its central premise 'that action is best which procures 
the greatest happiness for the greatest numbers' was first 
proposed by Hutcheson. In Bentham's ethics nature has placed 
human beings under two masters : pleasure and pain. 'Good'
relates directly to pleasure, whereas 'bad' relates directly to 
pain; right and wrong can only be meaningful if they are used in 
accordance with this principle. Pleasures and pains must, 
according to Bentham, take into account of everyone affected by 
the action on an equal basis: 'Each to count for one and none
for more than one'. Mill (1806-1873) according to Singer 'the 
most influential British thinker of the 19th century' in his 
essay 'Utilitarianism' extended the views of Bentham. For 
example, he distinguished between pleasures that are higher and 
lower in quality arguing that it is 'better to be Socrates 
dissatisfied than a fool satisfied'; in this example, the fool 
would only be of a different opinion because he did not know 
both sides of the question. Sidgwick (1838-1900) in his M e t h o d s  
o f  E t h i c s  (1874) attempted to reconcile common sense morality 
(ie. truthfulness, justice, etc.) with Utilitarianism by showing 
( whatever was sound in the former could be accounted for by 
Utilitarianism.
Singer argues that just as there is a British tradition in 
ethics from Hobbes onwards there is a corresponding Continental 
tradition commencing with Spinoza (1632-1677). Spinoza differed 
from Hobbes in a number of areas. For example, he saw natural 
desires as a form of bondage and we do not choose to have such 
desires of our own will. Consequently our will cannot be free 
because it is subject to forces outside itself; our real 
interests lie not in satisfying these desires but in 
transforming them by applying reason. Rousseau (1712-1778) put 
forward the concept of the 'Noble Savage' arguing that only due 
to civilisation are humans exposed to corrupting influences. 
Prior to this 'noble savages' lived isolated, trouble-free 
lives, supplying their simple wants from the abundance that 
nature provided and coming to each other's aid in times of need. 
His concept of the Social Contract (17 62) had a bearing on the
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notion of democracy. Kant (1724-1804) made an important 
contribution to ethics since he argued that our actions possess 
moral worth only when we do our duty for its own sake. Kant was 
firmly opposed to the Utilitarian principle of judging every 
action by its consequences. His ethics are defined as 
deontological since the rightness of an action depends on 
whether it accords with a rule independent of its consequences. 
He gave the example that it would be wrong to tell a lie even to 
a would-be murderer who came to your door seeking to kill an 
innocent person hidden in your house.
Hegel (1770-1831) argued that all of history is the progress of 
mind or spirit along a logical path that leads to freedom. He 
further argued that human nature is not fixed but shaped by the 
society in which one lives. He proposed that a new form of 
society was needed to overcome the separation between self and 
community. The young Karl Marx (1818-1883) was influenced by 
Hegel. Marx saw ethics as a mere by-product of the economic 
basis of society. For example, in the Communist Manifesto, co­
authored with Engels (1848) morality, law and religion are 'so 
many bourgeois prejudices behind which lurk in ambush just as 
many bourgeois interests'. However, Singer argues that much of 
Marx writings of the wrongs of capitalism are moralistic and 
ethical in tone and that he could be viewed 'as a critic, not of 
ethics as such, but rather of the class-based moralities'.
Nietzsche (1844-1900) criticised Christian ethics as the ethics 
of the weak, who hate and fear strength, pride and self- 
affirmation. According to Singer he 'took from Aristotle the 
concept of greatness of the soul, the unchristian virtue that 
included nobility and a justified pride in one's achievements 
... a réévaluation of values that would lead to a new ideal : the 
Ubermensch ...usually translated as "Superman" ... a person who 
could rise above the limitations of ordinary morality ... by the 
"will to power" it seems that Nietzsche had in mind self- 
affirmation and not necessarily the use of power to oppress 
others'. In sum, to Nietzsche the 'superior' types should be 
free to create their own ethical values as they see fit.
Singer argues that the outline of ethics summarised here 
provides three themes which are still considered up to today: 
(i) disagreements over whether ethical judgements are truths 
about the world or only reflections of the wishes of those who 
make them; (ii) frequent attempts to show that it is in one 
own's interest to do what is good or that, even though this is 
not necessarily in own's own interests, it is the rational thing 
to do; and, (iii) repeated debates over just what goodness and 
the standard of right and wrong might be. He further outlines 
some of these themes as they manifest themselves in the works of
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twentieth century writers. Importantly he concludes by viewing 
how normative ethical theories can be applied to the practical 
moral problems of today. However, as stated in section 1.2 
above, Singer does not consider ethics in psychology generally, 
or to clinical psychology specifically (this was considered here 
in section 1.2 above).
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